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Foreword 
from THe miNisTer for HeAlTH ANd AgeiNg
As a nation we must recognise that doing more to stay healthy and well  
will be key to coping with the human and financial costs of chronic and 
preventable illness. 
The Rudd Government was elected on a platform that recognised that things 
need to be done differently in health care in the future. Prevention of illness and 
chronic disease is central to a sustainable health system and a fuller life for all 
members of the Australian community.
Too often in the past, individuals, communities and governments have focussed on the immediate 
issues of treating people after they become sick. Whilst this will always remain vital, and there is 
much to do in this area, we cannot afford to limit our focus to treatment and ignore prevention.
I established the Preventative Health Taskforce in April and tasked it with developing a 
comprehensive and lasting Preventative Health Strategy by mid 2009.  In the first instance the 
Taskforce was asked to focus on how to reduce harm flowing from obesity, tobacco and alcohol.
In order to develop this discussion paper, the Taskforce has reviewed Australian and international 
research to come up with its preliminary views on what interventions could be available to  
prevent illnesses.
In this discussion paper the Taskforce identifies a wide range of options, some of them contentious, 
that it considers would have a positive impact in preventing illness. Importantly, the Taskforce has 
thrown down a challenge to the community to respond to its work – and provide input. With which 
findings and suggestions do you agree? Which do you disagree with and why? Do you have 
alternative or better ideas, and if so what are they?
All parts of the community have a role to play, be they individuals and families, communities and 
industry, and of course federal, state and territory governments. No one sector alone can deal with 
the prevention agenda – we must act in concert and take responsibility for actions within each 
of our domains. So your views will be vital to the next stage of development of a truly national 
prevention strategy. I encourage you to provide input at this important time.
I thank all Taskforce members for their work, and particularly the Chair, Professor Rob Moodie, for 
their effort and foresight in preparing this discussion paper – Australia the Healthiest Nation by 2020. 
The ball is now in your court. 
I encourage everyone to read the discussion paper and submit their views to the Taskforce to help 
develop an exciting and constructive new prevention agenda for the decades to come. 
NICOLA ROXON, MP 
Minister for Health and Ageing
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invitation from the chair 
The title of this discussion paper sets a great challenge for us. To achieve  
it we will have to make major reductions in the diseases caused by obesity, 
tobacco and alcohol. 
We have to ensure that all Australians will benefit, particularly those with the 
poorest health – Indigenous Australians, those in rural and remote Australia and 
those with least education and income.
We base our recommendations on the best evidence we have to date. We invite 
you to respond. As a nation, as local communities, as corporations, and as families and individuals 
what major changes are we prepared to make to improve our health? What new resources and 
efforts are we prepared to invest? We need to know what you think. 
We hope you will join the challenge to make Australia the healthiest nation by 2020. 
ROb MOOdIe 
Chair 
National Preventative Health Taskforce  
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executive summary
Australia: the Healthiest Country by 2020
A discussion paper by the National  
Preventative Health Taskforce
The purpose of the paper:
Australia is by international standards a very 
healthy country. But if we are to bequeath our 
children the legacy of the world’s healthiest 
country, major reductions in disease caused by 
overweight and obesity, tobacco smoking and 
harmful consumption of alcohol are needed.
Combining these threats with the increasing 
disparities in health between Indigenous and 
non-Indigenous Australians, between city 
dwellers and rural and remote Australians and 
between rich and poor Australians, means we 
have a real challenge on our hands if we aspire  
to being the healthiest nation by 2020.
The discussion paper outlines the case for 
reform in our approach to the prevention of 
illness and the promotion of health. Major 
changes in the way we behave as individuals, 
as families, as communities, as industries, as 
states and as a nation will be required.
The solutions are not only about individual 
choice and personal responsibility but also 
about the role of governments, business and 
industry, and non-government organisations. 
The ideas proposed in this paper are for all 
Australians, not just governments.
The aim of this paper is to test our overall targets 
and the initial recommendations we have 
developed, in order to inform and provoke 
discussion and debate between Australians 
about how these targets can be achieved. 
Targets for the healthiest country
The Taskforce is convinced that we can 
achieve the following targets by 2020:
n	 Halt and reverse the rise in overweight  
and obesity
n	 Reduce the prevalence of daily smoking  
to 9% or less
n	 Reduce the prevalence of harmful drinking  
for all Australians by 30%
n	 Contribute to the ‘Close the Gap’ target for 
Indigenous people, reducing the 17-year life 
expectancy gap between Indigenous and  
non-Indigenous people[1]
The Taskforce
The National Preventative Health Taskforce 
was created in April 2008 by the Hon Nicola 
Roxon MP, the Minister for Health and Ageing. 
Established initially for a three-year period, the 
Taskforce will produce the National Preventative 
Health Strategy in June 2009, focusing on the 
primary prevention of obesity, tobacco and 
harmful consumption of alcohol. Because of 
the need to prioritise these concerns, other 
important areas of preventative health such 
as mental health, injury, immunisation, sexual 
and reproductive health, and illicit substance 
use will be considered in the next phase of the 
Taskforce’s work in 2009.
The Taskforce has based its recommendations 
on the best evidence to date. The evidence 
supporting the case for change and proposed 
actions is set out in the paper and in three 
comprehensive technical reports available 
online at www.preventativehealth.org.au.
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The call for urgent, comprehensive 
and sustained action
The answer does not lie in short-term projects. 
In order to reach the whole community, we 
need highly effective public education and 
the cooperation of mass media. We need 
every kindergarten, school and university, every 
workplace and business, and every community 
and neighbourhood in Australia involved and 
committed to improving and maintaining their 
health and productivity.
Chronic diseases not only result in death and 
disease, they are also a massive economic 
burden on the community and the health 
system. We can no longer afford to wait until we 
get sick. The answer lies in preventative action.
Consumer demand needs to be redirected 
towards healthier choices. This can be 
achieved by industry producing, promoting 
and marketing much healthier products. We 
also need effective legislation and regulation, 
using pricing, taxation and subsidies as a means 
to encourage healthier choices. It could be 
suggested that the community is not yet ready 
for some of these ideas, but just think how 
unlikely it would have been 25 years ago to 
have introduced the approaches to tobacco 
control that are now commonplace.
In order to succeed, we need greatly enhanced 
monitoring, evaluation and research. Prevention 
programs need to reach the whole of the 
population and they must be given time to take 
effect. Changing the attitudes and behaviours 
of populations does not happen overnight.
whose responsibility is  
preventative health?
Our health is not only determined by our physical 
and psychological make-up and health 
behaviours, but also by our education, income 
and employment; our access to services; the 
place in which we live in and its culture; the 
advertising we are exposed to; and the laws 
and other regulations in place in our society.
Australia cannot become the world’s healthiest 
nation unless health becomes everyone’s 
business. Industry as supplier, marketer and 
employer; unions; the media as promoter; 
community and non-government organisations; 
philanthropists; academe – they all have 
influential roles to play. Similarly, all governments 
– local, state and federal across many sectors, 
led by the health sector – have distinct roles. 
Prevention must become the business of state 
and federal Treasuries, and of leaders in the 
private sector.
We must be an inspiration to others: to early-
learning centres, schools and universities; urban 
planners; the sports and recreation industries; 
public transport and infrastructure; agriculture; 
police and emergency services; and to the 
hospitality and entertainment industries.
Where the market is failing, governments  
need to act to protect our health – particularly 
the health of children and adolescents. 
Standards need to be established, regulations 
imposed where necessary and consumer 
education provided.
Governments, industry, advertising and the 
media need to work to reshape consumer 
demand in favour of healthy choices, and to 
make those choices available and accessible. 
Healthier choices could include lower-alcohol 
beverages and lower-energy nutrient-rich foods 
and drinks.
Given the huge preventable losses of workplace 
productivity due to obesity, tobacco and 
alcohol, the private and public sectors have key 
roles as employers and in the promotion of much 
healthier workplaces. The experience of the 
new WorkHealth program in Victoria provides an 
immediate example from which we can all learn.
While Australia’s health care system plays  
a pivotal role in prevention, it requires better 
support and training in order to deal with these 
new challenges. 
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The National Health and Hospitals Reform 
Commission and the External Reference Group 
for the Primary Health Care Strategy are working 
on ways of ensuring that prevention is more 
effectively carried out across the health system 
as a whole, and in the primary health care 
system in particular.
Ultimately, it is communities, families and 
individuals who must change behaviours  
if we are to become a healthier nation.
inequities in health
Major health inequities exist not only between 
Indigenous Australians and non-Indigenous 
Australians, but between rich and poor, and 
between rural and city dwellers. Even within  
a city such as Melbourne, life expectancy  
can vary by up to five years within a matter  
of kilometres.[2]
The World Health Organization’s Commission on 
the Social Determinants of Health makes three 
overarching recommendations to tackle the 
‘corrosive effects of inequality of life chances’:
n	 Improve daily living conditions, including the  
circumstances in which people are born, grow,  
live, work and age.
n	 Tackle the inequitable distribution of power,  
money and resources – the structural drivers of 
those conditions – globally, nationally and locally.
n	 Measure and understand the problem and  
assess the impact of action.[3]
With respect to obesity, tobacco and alcohol, 
Australian governments at all levels have a 
role in funding and supporting programs in 
communities, schools and workplaces. These 
investments have to take into account the 
’inverse care law‘ – that those with more get 
more, and those with less get less – and reverse 
it so that underserved communities receive the 
support and resources they need.
The choices we have to make
We do have choices – we can do nothing new 
or do little – but this will mean a great deal of 
premature illness, suffering and death, all of 
which are preventable. As is already being seen, 
it will mean the overloading of hospitals, health 
and welfare services, a situation made more 
acute by the ageing of the Australian population. 
Similarly, it will mean rising costs within the health 
system and losses in workplace productivity.
We need urgent and sustained action. 
Australia’s record in prevention has been 
outstanding in many areas such as tobacco, 
road trauma, cardiovascular disease, skin 
cancer and immunisations. These preventative 
actions have been crucial in increasing our life 
expectancy, but they have required substantial 
long-term funding.
The certainty of what needs to be done 
varies between the three immediate priorities: 
tobacco, alcohol and obesity. We know what 
we need to do to get our smoking rates down. 
Much is known about measures to reduce 
the harm caused by alcohol and overweight 
and obesity, but there is more to be learned. 
However, our need for knowledge should not 
stop action – we must act now on the basis of 
what we know, following the best practice and 
advice available, and learning by doing.
The necessary actions to reduce tobacco 
smoking are clear. They include making 
cigarettes more expensive, eliminating all forms 
of promotion and marketing, and revitalising 
public education campaigns. Lessons from 
tobacco control are instructive, but approaches 
to obesity and alcohol will differ as governments, 
industry and communities work together to 
reshape consumer demand and support 
individuals in exercising healthy choices. The 
emphasis will be on reshaping attitudes and 
behaviours, rather than prohibiting them.
xwhy the focus on obesity, tobacco 
and alcohol?
Put together, smoking, obesity, harmful use 
of alcohol, physical inactivity, poor diet and 
the associated risk factors of high blood 
pressure and high blood cholesterol cause 
approximately 32% of Australia’s illness.[4]
The World Health Organization estimates  
that, for many people, modifying these risk 
factors could help them gain an extra five 
years of healthy life.[5]
The prevalence of overweight and obesity in 
Australia has been steadily increasing over the 
past 30 years. In only 15 years, from 1990 to 2005, 
the number of overweight and obese Australian 
adults increased by a staggering 2.8 million.
If the current trends continue unabated over 
the next 20 years, it is estimated that nearly 
three-quarters of the Australian population will 
be overweight or obese in 2025.
The National Children’s Nutrition and Physical 
Activity Survey 2007 indicates that almost a 
quarter of Australian children are overweight 
or obese, an increase from an estimated 5% in 
the 1960s. Nearly a third of children don’t meet 
the national physical activity guidelines. Only 
one-fifth of 4–8-year-olds and one-twentieth of 
14–16-year-olds met the dietary guidelines for 
vegetable intake.
Recent trends in Australian children predict 
that their life expectancy will fall two years by 
the time they are 20 years old, setting them 
back to levels seen for males in 2001 and  
for females in 1997[6]. This is not a legacy  
we should be leaving our children.
As the following examples illustrate, if these 
health threats are left unchecked, our health 
systems will find it increasingly difficult to cope:
n	 Type 2 diabetes is projected to become the 
leading cause of disease burden for males 
and the second leading cause for females by 
2023, mainly due to the expected growth in 
the prevalence of obesity. If this occurs, annual 
health care costs will increase from $1.4 billion to 
$7 billion by 2032. [27]
n	 Almost 2.9 million Australian adults smoke on  
a daily basis. Around half of these smokers who 
continue to smoke for a prolonged period will  
die early; half will die in middle age.[7] Smoking-
related illness costs up to $5.7 billion per year in 
lost productivity. [9]
n	 The most recent national survey of drug use 
estimates that one in five Australians drink at a 
level that puts them at risk of short-term harm at 
least once a month. [64]
Almost three-quarters of Australians drink below 
levels for long-term risk of harm. However, 
among young adults aged 20–29 years, the 
prevalence of drinking at levels for long-term risk 
of harm is significantly higher (16%) than among 
other age groups.
The harmful consumption of alcohol not 
only causes problems for those who drink at 
risky levels but has repercussions across our 
society. Alcohol is involved in 62% of all police 
attendances, 73% of assaults, 77% of street 
offences, 40% of domestic violence incidents 
and 90% of late-night calls (10 pm to 2 am).[8]
The annual costs of harmful consumption  
of alcohol are huge. They consist of crime  
($1.6 billion), health ($1.9 billion), productivity 
loss in the workplace ($3.5 billion), loss of 
productivity in the home ($1.5 billion) and road 
trauma ($2.2 billion).[9]
In total, the overall cost to the health care  
system associated with these three risk  
factors is in the order of almost $6 billion 
dollars per year, while lost productivity is 
estimated to be almost $13 billion.[9, 10]
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Our focus on obesity, tobacco and alcohol is 
also due to two other important factors:
n	 The burden of disease caused by obesity, 
tobacco and alcohol makes up a significant 
part of the 17-year difference in life expectancy 
between Indigenous and non-Indigenous 
Australians. Similarly, a large part of the 
differences in health status between rich and 
poor Australians and between city dwellers and 
rural and remote Australians can be attributed to 
obesity, tobacco and alcohol.
n	 A relationship exists between growth and 
development during foetal and infant life and 
health in later years. Poor nutrition, cigarette 
smoking and alcohol use during pregnancy can 
result in long-term adverse health effects. Early 
life events play a powerful role in influencing  
later susceptibility to chronic conditions such  
as obesity, cardiovascular disease and type  
2 diabetes.
what has prevention achieved?
In the 1950s three-quarters of Australian men 
smoked. Now less than one-fifth of men smoke. 
As a result, deaths in men from lung cancer and 
obstructive lung disease have plummeted from 
peak levels seen in the 1970s and 1980s. [4]
Similarly, deaths from cardiovascular disease 
decreased dramatically from all-time highs in 
the late 1960s and early 1970s to today.
Road trauma deaths on Australian roads have 
dropped 80% since 1970, with death rates in 
2005 being similar to those in the early 1920s. [4] 
Australia’s commitment to improving 
immunisation levels has resulted in much higher 
immunisation coverage rates, eliminating 
measles and resulting in a decrease of nearly 
90% in sero-group C meningococcal cases in 
only four years. These results have come about 
because of a 34-fold increase in funding over 
the last 15 years.
Deaths from Sudden Infant Death Syndrome 
(SIDS) have declined by almost three-quarters, 
dropping from an average of 195.6 per 100,000 
live births from 1980 to 1990 to an average of 
51.7 per 100,000 live births between 1997 and 
2002.[11]
Prevention – a great investment
A study commissioned by the Department 
of Health and Ageing in 2003 showed quite 
spectacular long-term returns on investment and 
cost savings through the preventative action of 
tobacco control programs, road safety programs 
and programs preventing cardiovascular 
diseases, measles and HIV/AIDS.[12]
For example this report estimated that the 
30% decline of smoking between 1975 and 
1995 had prevented over 400,000 premature 
deaths[13] and saved costs of over $8.4b,  
more than 50 times greater than the amount 
spent on anti-smoking campaigns over  
that period.
The recent US study Prevention for a Healthier 
America shows that for every US$1 invested in 
proven community-based disease prevention 
programs (increasing physical activity, 
improving nutrition and reducing smoking 
levels), the return on investment over and above 
the cost of the program would be US$5.60 within 
five years.[14]
what are some of the road blocks  
to progress?
There are a number of barriers to increasing 
the level of investment in effective prevention 
programs.
Despite the evidence, some influential people 
within the community still do not believe that 
prevention works, or that population-level 
behaviour change can occur.
Vested interests such as tobacco companies 
will do everything in their power to discredit or 
dilute prevention programs.
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The effectiveness of preventative methods 
has also been affected by variable popular 
demand. Results are not immediate, and it 
takes time before the benefits are seen by the 
community. The Taskforce sees prevention 
as an essential and complementary part of 
our national health system, and of our overall 
national infrastructure. It is now clear from 
the Australian 2020 Summit and the work 
of the National Health and Hospital Reform 
Commission that overall community support for 
preventative approaches is increasing.
Prevention has sometimes been seen as 
‘blaming the victim’, thus not endearing itself  
to the public.[15] It can also be seen as a means 
of controlling people’s behaviour if legislation 
or regulation are required, particularly where 
economic market forces fail. Unnecessary 
community antagonism to regulation can  
be successfully diminished over time, as  
has happened here and in many other 
countries with the introduction of legislation  
on tobacco advertising.
As noted earlier, our health behaviours are 
driven by a complex mix of social, economic 
and environmental forces – levels of income, 
education, employment, habits, customs, 
images and norms, advertising, prices of 
products, and so on. The Taskforce believes it 
is the role of governments to enable people to 
make the healthiest choices they can. However, 
those who believe that health behaviours result 
only from individual responsibility are much less 
inclined to see a role for regulation or effective, 
scaled-up public education.
Balanced, effective regulation and legislation, 
usually alongside effective and sustained public 
education, have been an essential element of 
most prevention programs to date. 
Divided responsibilities can present real 
difficulties. For example, where the state and 
territory governments control liquor licensing 
and the Australian Government controls alcohol 
taxation, pricing and promotion. National 
leadership is needed, along with an increase 
in the capacity of monitoring, evaluation and 
research systems.
what do we need to do?
ObesITy
The Taskforce believes that in order to  
halt and reverse the rise in overweight  
and obesity the major actions are:
n	 Reshape industry supply and consumer demand 
towards healthier products by increasing 
availability and access to healthier food and 
activity choices and through the development  
of comprehensive national food policy  
(eg. modelled on the UK’s Food Matters).
n	 Protect children and others from inappropriate 
marketing of unhealthy foods and beverages, 
and improve public education and information.
n	 Embed physical activity and healthy eating in  
everyday life through school, community and 
workplace programs. At the same time these are 
reinforced by individuals and families choosing to 
become more active and to eat healthier foods.
n	 Reshape urban environments towards  
healthy options through consistent town 
planning and building design that encourage 
greater levels of physical activity and through 
appropriate infrastructure investments  
(for example, for walking, cycling, food supply, 
sport and recreation).
n	 Strengthen, skill and support primary health 
care and the public health workforce to support 
people in making healthy choices, especially 
through the delivery of community education 
and advice about nutrition, physical activity and 
the management of overweight and obesity.
n	 Close the gap for disadvantaged communities 
through the development of targeted 
approaches to overweight and obesity for 
disadvantaged groups, particularly Indigenous 
and low-income Australians, pregnant women 
and young children.
n	 Build the evidence base, monitor and evaluate 
the effectiveness of actions.
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TObACCO
The Taskforce believes that in order to  
reduce the prevalence of daily smoking  
to 9% or less, Australia needs to:
n	 Ensure that cigarettes become significantly  
more expensive, and that efforts to achieve  
this through increases in excise and customs  
duty are not undermined by the increasing 
availability of products on which these duties 
have been evaded.
n	 Further regulate the tobacco industry with 
measures such as ending all forms of promotion 
including point-of-sale displays and mandating 
plain packaging of tobacco products.
n	 Increase the frequency, reach and intensity 
of education campaigns that personalise the 
health risks of tobacco and increase a sense 
of urgency about quitting among people in all 
social groups.
n	 Ensure that all smokers in contact with any  
single part of the Australian health care system 
are identified and given the strongest and most 
effective encouragement and support to quit.
n	 Ensure access to information, treatment and  
services for people in highly disadvantaged 
groups who suffer a disproportionate level of 
tobacco-related harm.
n	 Increase understanding about how being  
a non-smoker and smoking cessation can  
become more ‘contagious’ – so that these  
processes can be accelerated among less  
well-educated groups and among  
disadvantaged communities.
ALCOhOL
The Taskforce believes that in order to reduce 
the prevalence of harmful drinking for all 
Australians by 30% the major actions are:
Reshape consumer demand towards safer 
drinking through:
n	 Managing both physical availability (access) 
and economic availability (price). The high 
accessibility of alcohol – in terms of outlet 
opening hours, density of alcohol outlets and 
discounting of alcohol products – is an issue 
in many Australian communities. If managed 
well this leads to reduction in alcohol-related 
violence, injury, hospitalisation and death.
n	 Addressing the cultural place of alcohol. Social 
marketing and public education are required, 
and will be more effective if the marketing of 
alcoholic beverages is restricted, including  
curbing advertising and sponsorship of cultural 
and sporting events.
Reshape supply towards lower-risk  
products through:
n	 Changes to the current taxation regime that 
stimulate the production and consumption of 
low-alcohol products.
n	 Improved enforcement of current legislative 
and regulatory measures (such as Responsible 
Serving of Alcohol or bans on serving intoxicated 
persons and minors, or continuing to lower blood 
alcohol content in drink-driving laws).
n	 Removal of tax deductability for advertising and 
development of staged approach to restrict 
alcohol advertising.
strengthen, skill and support primary health 
care to help people make healthy choices:
n	 Support brief interventions as part of routine 
practice by health professionals and other health 
workers in primary health care settings to assist 
changes in drinking behaviour and attitudes to 
alcohol consumption.
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Close the gap for  
disadvantaged communities:
n	 There is a need for tailored approaches and 
services to reach Indigenous and other 
disadvantaged groups.
Improve the evaluation of  
interventions through:
n	 Monitoring and evaluation of regulatory 
measures and other programs to underpin  
the further evolution of prevention strategies 
directed at inappropriate alcohol consumption.
n	 Developing effective models of safer patterns of 
alcohol consumption in different communities 
through changes to alcohol taxation 
arrangements, and an understanding of the 
impact of different types of alcohol outlets and 
their density on hospitalisation, violence and 
crime rates.
what action do we need for effective 
national prevention ?
Inadequately funded or single, short-term 
and ad hoc projects and programs are 
unlikely to succeed. In fact, they may even be 
counter-productive, as they can give rise to an 
argument that ‘prevention doesn’t work’.
Australia’s experience in immunisation, HIV/AIDS 
control and road trauma has demonstrated 
admirable returns on investment in preventative 
action. The successful outcomes have 
eventuated, however, because of substantial 
and long-term funding, supporting well-
coordinated and well-directed national and 
state programs.
Separate infrastructure investments for  
efforts targeting each of the three risk factors 
will be costly. A robust ‘prevention support 
system’ is called for, including mechanisms for 
effective coordination across all strategies.
An essential component to enable effective 
action is to ensure leadership and coordination 
through the establishment of a National 
Prevention Agency.
At the national level, such an agency is needed 
to support the coordination of partnerships 
and interventions, ensure the relevance and 
quality of workforce training activities, effective 
social marketing and public education, and the 
monitoring and evaluation of interventions.
By bringing together expertise across the 
relevant areas, a national agency would 
provide leadership for the implementation  
of the National Preventative Health Strategy 
and build national prevention systems with 
strong capabilities.
Among its tasks, a national agency would:
n	 Ensure the delivery of a minimum set of 
evidence-based, illness prevention/health 
promotion programs that are accessible to  
all Australians.
n	 Engage key leaders and build new partnerships 
across federal, state and territory governments, 
national agencies, professional associations,  
local government, peak community groups,  
non government organisations, the private 
sector, the philanthropic sector and academia.
n	 Commission and promote the uptake of new 
monitoring, evaluation and surveillance models 
for illness prevention.
n	 Serve as an authoritative source of information 
on evidence, policy and practice.
n	 Develop the evidence base on prevention 
through the design, implementation and  
evaluation of large-scale programs to improve 
the health and wellbeing of the population, or 
population sub-groups, by testing innovative 
strategies, programs and policies for illness  
prevention/health promotion.
xv
n	 Ensure the development of the necessary  
national workforce for illness prevention/health 
promotion, working with and through relevant 
national, state and local agencies to build  
capability in:
 n  surveillance, prevention research,  
evaluation, economic impact research  
and modelling
 n social marketing and public education
 n  legislation, regulation, economics  
and taxation
 n leadership and management.
conclusion
We are constantly changing our behaviours. 
Just look at the changes in our nutrition, 
physical activity and smoking behaviours over 
the last 30 years. To be the healthiest country by 
2020, and to have that good health shared by 
all Australians, will require substantial new shifts. 
There are no magic tablets in the laboratory. 
 It will require all of us as individuals and families 
to make healthier choices.
It will also require industry, governments and 
community organisations to make healthier 
choices – whether it is the products they make 
and promote, or the policies, regulations and 
programs for which they are responsible.
Health is a fundamental human right. It is also, 
as the Prime Minister has pointed out, a major 
determinant of social inclusion, workforce 
participation, productivity growth and a 
potentially huge drain on the public and private 
purse. Get it right and literally everyone wins. 
Prevention is an essential element of getting  
it right.
our invitation to you
This paper proposes a range of actions to 
improve our health in the three action areas 
of concern. The aim of the paper, and the 
ensuing consultation, is to seek community 
and stakeholder views on the framework 
and ideas we have developed.
We invite you all – individuals, community 
groups, government and non government 
organisations and industry groups – to 
participate by making a submission on 
how we can make Australia the healthiest 
nation by 2020.
At the end of each chapter in the 
discussion paper, we propose a series of 
questions which will guide the Taskforce’s 
consultations and which we hope will be 
useful to guide your contributions.
Please contribute to the Taskforce by  
using the form provided at the Taskforce 
website: www.preventativehealth.org.au 
submissions will be accepted until  
2 January 2009. The Taskforce will be 
holding meetings in each capital city  
and some major rural centres between 
October 2008 and February 2009.
We hope you will join the challenge to make 
Australia the healthiest nation by 2020.
xvi
11. introduction
1.1  raising the bar for prevention
The challenge for Australia is to significantly 
‘scale up’ prevention effort. This will start 
with three priority areas: reducing the 
growing epidemic of overweight and obese 
Australians, achieving a virtually smoke-free 
Australia, and combating the health and 
social harm resulting from risky drinking.
Two specific factors have increased the 
momentum for a significant change in our 
approach to health: the national reform 
agenda of 2006 and the approach taken by 
the new government from late 2007.
Initiated by the Council of Australian 
Governments (COAG), the National Reform 
Agenda identified the crucial importance 
of better health to economic productivity 
and opened the way for a new whole-of-
government approach to health. COAG has 
established the Australian Better Health Initiative 
(ABHI), with the aim of refocusing the health 
system towards promoting good health and 
reducing the burden of chronic disease.
In April 2008 the Minister for Health and Ageing, the Hon Nicola Roxon MP, appointed a new 
National Preventative Health Taskforce to advise on the action needed in preventative health 
for Australia, focusing on obesity, tobacco and alcohol as immediate priorities for action.
The Taskforce, made up of health experts from around Australia, is to develop strategies to 
tackle health challenges caused by obesity, tobacco and alcohol and develop a National 
Preventative Health Strategy by June 2009 – the blueprint for preventative health reform.
The strategy is to be directed at primary prevention, and will address all relevant arms of 
policy and all available points of leverage, in both the health and non-health sectors, in 
formulating its recommendations.
This discussion paper sets out the case for preventative health reform and suggests a number 
of policy proposals, actions and support measures for obesity, tobacco and alcohol.
The paper raises some key questions that will form the basis of consultation, leading to the 
development of a National Preventative Health Strategy by June 2009.
The Australian Government has decided to 
reorient Australia’s approach to the health 
system, with a much more vigorous strategy 
regarding prevention and greatly increased 
investment to prevent chronic disease. The 
Australian Government will:
‘treat preventative health care as a first 
order economic challenge because 
failure to do so results in a long-
term negative impact on workforce 
participation, productivity growth and the 
impact on the overall health budget’.[16]
To achieve this end, the Taskforce is working 
closely with other groups involved in health 
reform. These include the National Health 
and Hospitals Reform Commission, whose 
priorities include looking at ways of ensuring 
a greater emphasis on prevention across the 
health system, and groups such as the National 
Primary Health Care Strategy, the Indigenous 
Health Equity Council and the National Advisory 
Council on Mental Health.
21.2  setting targets for obesity,  
tobacco and alcohol
In the first instance, the Taskforce has been 
asked to provide advice in three specific areas: 
obesity, tobacco and alcohol. Each of these 
important public health risks is at a different 
point in its development. We know what works 
in tobacco control. We know much of what 
needs to be done to address alcohol problems, 
especially in terms of stemming intoxication 
and the social harms that result. The obesity 
epidemic is different. Australia is in the early 
stages of managing the rise in overweight and 
obesity prevalence – perhaps on a par with 
tobacco control 30 years ago.
Addressing these three very different  
areas and putting strong support systems  
in place will provide an important platform 
for future action in other areas such as mental 
health, injury, immunisation, sexual and 
reproductive health, and illicit substance use.
Measurable targets for 2020 for obesity, 
tobacco and alcohol:
by 2020 AusTRALIA CAN:
n	 Halt and reverse the rise in overweight and  
obesity prevalence
n	 Reduce the prevalence of daily smoking to  
9% or less
n	 Reduce the prevalence of harmful drinking  
for all Australians by 30%
n	 Contribute to the ‘Close the Gap’ target for 
Indigenous people, reducing the 17-year life 
expectancy gap between Indigenous and  
non-Indigenous people[1]
Achieving these targets will require substantial 
community effort, leadership and new funding.
Figure 1.1
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Source: AIHW (adapted from Australia's Health 2008 Table 4.1)
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Figure 1.1 (below left) shows how obesity, 
tobacco and alcohol (along with the related 
risks of physical inactivity, low-level consumption 
of fruit and vegetables, high blood pressure 
and high blood cholesterol) make up the top 
seven preventable risk factors that influence the 
burden of disease. The total of modifiable risk 
factors make up 32% of the burden of disease  
in Australia.[4]
The prevalence of smoking is declining  
too slowly; overweight and obesity and the 
harmful use of alcohol are escalating. The 
scale and pace of efforts in all these areas 
must be increased.
A number of other broad trends will have  
a continuing impact on the health and 
wellbeing of Australians and on our health 
system. These include:
n	 The ageing of the population, which has 
important implications for health services usage 
and labour force participation.
n	 Increasing levels of disability, chronic illness  
and injury, which will continue to grow, 
challenging health services, workplaces, 
communities and families.
n	 Growing discrepancies in health status and 
outcomes for some population groups, 
particularly the needs of Indigenous 
communities, whose life expectancy at birth is 
around 17 years less than that of non-Indigenous 
Australians. Other disadvantaged groups include 
rural and remote Australians, recent immigrants – 
especially refugees and those escaping conflict 
– those on limited incomes and people with low 
levels of education.
n	 Climate change and sustainability represent 
both a challenge and an opportunity. There are 
many issues where improving health is entirely 
compatible with increasing sustainability, such  
as promoting walking and cycling as a means  
of transport.
1.4 About prevention
Well-planned prevention programs have 
made enormous contributions to improving 
the quality and duration of our lives. Prevention 
does work. We learned that from the great 
public health revolutions of the 19th century. 
While much remains to be done to prevent 
modern health problems, we have achieved 
major improvements through tobacco control, 
road trauma and drink driving, skin cancers, 
immunisation, Sudden Infant Death Syndrome 
(SIDS) and HIV/AIDS control.
In the 1950s three-quarters of Australian men 
smoked. Now less than one-fifth of men smoke. 
As a result, deaths in men from lung cancer and 
obstructive lung disease have plummeted from 
peak levels seen in the 1970s and 1980s. [4]
Similarly, deaths from cardiovascular disease 
have decreased dramatically from all-time 
highs in the late 1960s and early 1970s to today.
Road trauma deaths on Australian roads have 
dropped 80% since 1970, with death rates in 
2005 being similar to those in the early 1920s. [4] 
Australia’s commitment to improving 
immunisation levels has resulted in much higher 
immunisation coverage rates, eliminating 
measles and seeing a drop of nearly 90% in sero-
group C meningococcal cases in only four years. 
These have come about as a result of a 34-fold 
increase in funding over the last 15 years.
Deaths from Sudden Infant Death Syndrome 
(SIDS) have declined by almost three-quarters – 
dropping from an average of 195.6 per 100,000 
live births from 1980 to 1990 to an average of 
51.7 per 100,000 live births between 1997 and 
2002.[4,11]
4Prevention – a great investment
A study commissioned by the Department 
of Health and Ageing in 2003 showed quite 
spectacular, long-term returns on investment and 
cost savings from prevention – in tobacco control 
programs, road safety programs and programs 
preventing cardiovascular diseases, measles 
and HIV/AIDS.[12]
For example, this report estimated that the 
30% decline in smoking between 1975 and 
1995 had prevented over 400,000 premature 
deaths[13], and saved costs of over $8.4 
billion, more than 50 times greater than the 
amount spent on anti-smoking campaigns 
over that period.[12, 13]
A recent US study Prevention for a Healthier 
America shows that for every US$1 invested in 
proven community-based disease prevention 
programs (increasing physical activity, 
improving nutrition and reducing smoking 
levels), the return on investment over and above 
the cost of the program would be US$5.60 within 
five years.[14]
The World health Organization (WhO) 
defines prevention as:
Approaches and activities aimed at reducing 
the likelihood that a disease or disorder will 
affect an individual, interrupting or slowing the 
progress of the disorder or reducing disability.
n	 Primary prevention reduces the likelihood of  
the development of a disease or disorder.
n	 Secondary prevention interrupts, prevents or  
minimises the progress of a disease or disorder  
at an early stage.
n	 Tertiary prevention focuses on halting the  
progression of damage already done.
Effective prevention brings significant benefits 
to society as a whole, including improved 
economic performance and productivity. 
Prevention has worked in Australia, from 
early public health legislation to more recent 
successes in areas such as road trauma, 
tobacco, HIV/AIDS, skin cancers, cardiovascular 
disease and childhood infectious diseases.
PReveNTION CAN:
n	 Reduce the personal, family and community 
burden of disease, injury and disability
n	 Allow better use of health system resources
n	 Generate substantial economic benefits,  
which, although not immediate, are tangible  
and significant over time
n	 Produce a healthier workforce, which  
in turn boosts economic performance  
and productivity
(National Prevention Summit 2008)[17]
This includes a focus on health promotion, 
defined by WHO as the process of enabling 
people to increase control over the 
determinants of health and thereby improve 
their health.[18]
These determinants include the personal, social, 
economic and environmental factors (such as 
access to education, housing, employment, 
income) that influence the health status of 
individuals or populations (further described in 
Figure 1.2 below).
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1.5 A framework for prevention
A strong preventative health strategy needs 
a framework that takes into account the key 
issues affecting Australians today, such as 
equity, health and the environment.
Figure 1.2 above is adapted from Australia’s 
Health 2008[4] and shows the way in which 
the determinants of health relate to obesity, 
tobacco and alcohol, and to individual and 
population health and functioning.
A recent report from the World Health 
Organization Commission on the Social 
Determinants of Health shows that health 
inequities (unfair, unjust and avoidable causes 
of ill health) between countries also occur within 
countries. The report shows that, in general, 
the poor are worse off than those who are less 
deprived. The less deprived are in turn worse 
than those with average incomes, and so on. 
This slope linking income and health is the social 
gradient, and is seen everywhere – not just in 
developing countries – including the richest 
countries such as Australia.[19]
1.6 Principles for preventative health
The following principles, based on those 
developed by the health and hospital 
Reform Commission, reflect what people 
in the community generally expect from 
an effective preventative health system, 
and outline the principles that can guide 
effective action by governments.
The use of an agreed set of principles will help 
draw together the interests of different sectors in 
ensuring effective action and in developing an 
agreed National Preventative Health Strategy.
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A conceptual framework for determinants of health as they relate to obesity, tobacco and alcohol
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COMMuNITy-dRIveN PRINCIPLes
Strengthening prevention
Australia needs greater emphasis on helping 
people to stay healthy through a stronger 
investment in prevention, early detection and 
appropriate interventions to keep people in the 
best possible health.[20]
People and family centred
The direction of prevention should be shaped 
around the health needs of individuals, their 
families and communities. Responsiveness to 
individual differences, stage of life, cultural 
diversity and preferences through choice is 
important.[20]
Equity
Prevention activities should be accessible to all, 
based on health needs, not on an ability to pay. 
Inequality arising from geographic location, 
socio-economic status, language, culture, 
Indigenous or ethnic status must be identified 
and addressed.
Shared responsibility
All Australians share responsibility for our health 
and the success of the health system.[20] As 
individuals we each make choices about our 
lifestyle and behaviours; as a community we 
fund the health system; and as patients we 
make decisions about how we use the health 
system. The health system has an important 
role to play in helping people to become more 
self-reliant and better able to make the best 
choices to manage their own health needs. 
Business and industry both have important 
roles to play for obesity and alcohol, and 
governments have a responsibility to coordinate 
preventative health reform, to deliver prevention 
programs and action, and to make sure 
adequate supports are put in place to enable 
individuals, families and communities and the 
health system to make useful contributions.
Recognise broader environmental influences
The environment plays an important role in 
our health and in helping to make sensible 
decisions about health. The environment 
is taken to include the global climate, the 
physical and built environment (for example, 
the workplace, air quality, planning decisions 
that affect our health), the socio-economic 
environment (including the working 
environment) and external influences, such as 
promotion of healthy or unhealthy behaviours.
7GOveRNANCe PRINCIPLes
Common frameworks
An international review of chronic disease 
prevention programs prepared for the Taskforce 
indicates that the use of a comprehensive 
framework is a common feature of prevention 
strategies. Important components of such  
a framework include:
n	 a whole-of-society approach, including  
identification of high-risk population groups
n	 a ‘life-course’ approach highlighting the  
needs of different groups as they move through 
different stages of their lives
n	 a special focus on closing the health gap for 
disadvantaged groups
n	 a concern for both individual and environmental 
risk factors and interventions
n	 a commitment to improving the links between 
research, policy and practice
n	 establishing a national coordinating body to  
set standards, drive and monitor preventative 
health reform
n	 diverse forms of partnerships to develop and 
implement innovative approaches
A comprehensive, staged approach  
taking the long-term view
Prevention is most successful when 
comprehensive approaches are adopted, with 
multiple strategies. The priorities recommended 
in this discussion paper represent critical 
first steps in the roll-out of a comprehensive 
approach over time.
A mix of universal and targeted approaches
Shifting population norms require small changes 
from everyone. Additional and different 
efforts are often required for disadvantaged 
populations, such as Indigenous Australians.
Addressing the health risks from obesity, 
tobacco and alcohol is one of the most 
important ways to close the health gap and 
improve the health of the wider community. In 
these, as in other areas, the targeting of health 
inequalities will require innovative and localised 
approaches within a broadly based universal 
prevention strategy.
Combined approaches
Multiple and long-term strategies are more 
effective than one-off programs. The mix of 
strategies needed will vary, depending on 
the area of focus. In particular, regulatory 
and educational approaches are often most 
effective when implemented together.
Selected settings for action
The settings within which people work, 
learn, live and play – schools, workplaces, 
neighbourhoods – provide valuable 
opportunities to promote health. Programs 
delivered in these settings should, where 
possible, adopt an integrated approach to risk 
factor reduction.
A strong support system
Prevention policies and programs require strong 
support systems and structures. These include 
linked components such as:
n	 adequately funded and relevant research
n	 comprehensive and relevant data  
collection systems
n	 shared information across governments  
and other sectors
n	 a strong surveillance system
n	 a skilled and motivated workforce
n	 effective national public education
n	 locally identified mechanisms to establish and 
maintain partnerships and collaborations
81.7 working together
COMMON APPROAChes & COLLAbORATION
effective prevention programs will depend 
on the participation of all Australian 
communities – in the cities, in the bush and 
in the remote areas of the country.
Australians as individuals will make prevention 
work. It is individuals who will take up regular 
physical exercise and make the right food 
choices for themselves and their families, who 
can voice a concern for public safety and  
an intolerance of drunken behaviour, and  
who can help make Australia a virtually smoke-
free nation.
But individuals cannot achieve change on their 
own. They will need the support of employers 
and workplaces, unions, community leaders, 
industry, business and private sectors, the health 
services and all three levels of government.
Governments play a vital role in driving change 
and putting in place the support structures 
needed to achieve change. Genuine and 
sustained partnerships between the three levels 
of government are essential if Australia is to 
achieve the targets described in this paper.
In broad terms:
n	 The Australian Government has responsibilities 
for policy and program coordination, across-
government policy, fiscal incentives and 
regulation, the development of a strong 
evidence base and practice guidelines, 
monitoring and surveillance systems and 
partnerships with national organisations, 
including employer and employee organisations 
and community agencies.
n	 State and territory governments have 
responsibilities for legislation and regulation in 
their own sphere, coordination and programs 
throughout the community, across-government 
policy, partnerships with local governments and 
state-based non-government organisations,  
and monitoring and surveillance of the health  
of their population.
n	 Local governments have responsibility for local 
planning and support structures. They play a  
vital part in engaging local communities, and  
in providing some of the services, amenities  
and programs that prevent illness and promote  
good health.
For the three tiers of government to work 
well together, excellent coordination of the 
respective roles and responsibilities will be 
required, along with clear accountability for  
all their activities and outcomes.
92020 target: halt and reverse the rise in 
overweight and obesity prevalence
2.1 The scale of the epidemic
One of the greatest public health 
challenges confronting Australia and 
many other industrialised countries is  
the obesity epidemic.
Australia is one of the most overweight 
developed nations, with overweight and 
obesity now affecting over 60% of Australian 
adults[21] and one in four children. The situation 
is worse for Aboriginal and Torres Strait Islander 
people, with nearly one in three Indigenous 
Australian adults obese.
The escalation of obesity prevalence is part of 
a worldwide trend linked to changing lifestyles, 
modernisation and technological change. 
These changes affect the type and amount 
of energy-rich food we eat and our levels of 
daily physical activity. The increase in obesity 
over the past 20 years is a significant threat to 
Australia’s current levels of good health. It is 
already impacting on the healthcare system 
and threatens to reduce life expectancy for 
future generations. Tackling the obesity crisis 
and addressing diet, physical activity, maternal 
and child health and environmental factors 
must be a priority for prevention.
The major conditions for which obesity predicts 
higher mortality and/or morbidity include 
cardiovascular disease, type 2 diabetes, 
some cancers and, increasingly, osteoarthritis. 
Obesity is also strongly associated with a 
wider range of conditions, including sleep 
apnoea and mental health, reproductive 
and back problems. Overweight and obese 
children and adolescents face some of the 
same health conditions as adults, and they 
may be particularly sensitive to the effects on 
self-esteem and peer-group relationships. For 
example, type 2 diabetes, previously rare in 
children and young adults, is now increasingly 
seen, particularly in the Indigenous community 
and in some newly migrating groups.
Diabetes prevalence is projected to increase 
two- to threefold over the next 25 years 
because of expected increases in the 
prevalence of obesity, along with demographic 
changes. Diabetes is also expected to cause 
the largest growth in disability in the elderly. 
CuRReNT sNAPshOT
n	 The prevalence of overweight and obesity 
in Australia has been steadily increasing 
over the last 30 years
n	 The number of overweight and obese 
adults increased from 4.6 million in 1989–90 
to 5.4 million in 1995, 6.6 million in 2001 and  
7.4 million in 2004–05
n	 Approximately 25% of children are 
overweight or obese, up from an estimated 
5% in the 1960s
n	 The mean body mass index (BMI) at which 
Australians enter adulthood has been 
gradually increasing over the last 20 years
n	 The mean waist circumference increased 
between 2000 and 2005, and weight 
increase was most pronounced in young 
adults, particularly women[21]
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n	 High body mass alone was responsible for 
7.5% of the total burden of disease in 2003, 
including 20% of cardiovascular disease 
burden. High body mass and physical 
inactivity were responsible  
for 60% of the burden for type 2 diabetes)
n	 Obesity is particularly prevalent among  
men and women in the most disadvantaged 
socio-economic groups, people without 
post-school qualifications, Indigenous 
Australians and among many people  
born overseas
n	 The combined effect of the cluster of 
associated risk factors linked with obesity – 
poor diet, physical inactivity, high body mass 
and central (abdominal) obesity, high blood 
pressure and high cholesterol – is responsible 
for more than 50% of the total burden of 
cardiovascular disease
n	 The total financial cost in Australia of obesity 
alone, not including overweight, was 
estimated at $8.3 billion in 2008[10]
2.2 High-risk groups
Obesity is particularly prevalent among 
men and women in the most disadvantaged 
socio-economic groups, people without post-
school qualifications, Indigenous people and 
among many people born overseas.
While overweight and obesity are widely 
distributed among Australian adults and 
children, there are some significant variations in 
its distribution across the Australian population.
n	 For Indigenous people, obesity is the second 
highest contributor to burden of disease after 
tobacco use.[22]
n	 Adults born in Southern and Eastern Europe  
and those from the Oceania region are more 
likely to be overweight or obese (65% and 63% 
respectively).
n	 Among school children, boys of middle Eastern 
and European background and boys and girls 
from Pacific Islander backgrounds are more likely 
to be obese.
n	 People from certain ethnic backgrounds in 
Australia who are disproportionately more 
overweight or obese suffer higher rates of type 2 
diabetes and cardiovascular disease.
2.3 The need for urgent action
based on current trends there is an 
urgent and immediate need to address 
the growing prevalence of obesity and 
overweight in Australia.
Australia’s adult obesity rate is the fifth highest 
among OECD countries, behind the United 
States, Mexico, the United Kingdom and 
Greece.[23] While Australia’s mortality rates for 
coronary heart disease, stroke, lung cancer and 
transport accidents have improved significantly 
in terms of our ranking with other OECD member 
countries, this is not the case  
for our obesity ranking.
Assuming a constant increase in obesity 
prevalence over the next 20 years in line with 
current trends, the most recent projections are 
that there will be 6.9 million obese Australians  
by 2025.[10] Figures 2.1 and 2.2 below show  
this trend.
Figure 2.1 (Source: AIHW 2008
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AusDiab = The Australian Diabetic, Obesity and Lifestyle Study 
RFPS = Risk-factor prevalence study
NHS = National Health Survey
BEACH = Better Evaluation and Care of Health Survey
2.4 The costs of overweight and obesity
The total financial cost of obesity in  
Australia in 2008, not including overweight, 
is estimated at $8.3 billion.[10]
Reductions in the prevalence and incidence of 
overweight and obesity could realise savings 
not only to the health system but also to overall 
workplace productivity and a reduction in 
social costs.
Of the total financial costs, the Australian 
Government bears over one-third (34% or $2.8 
billion per annum) and state governments 5.1%. 
This estimate includes productivity costs of $3.6 
billion (44%), including short- and long-term 
employment impacts, as well as direct financial 
costs to the Australian health system of $2 billion 
(24%) and carer costs of $1.9 billion (23%).
loss of ‘healthy life’ will be significant
Predictions of health loss (loss of healthy 
life) to the year 2023 indicate the largest 
projected increases will be for neurological 
disorders and diabetes, with a lesser increase 
for musculoskeletal disease. In comparison, 
rates of health loss are expected to decline 
for conditions such as heart disease, cancer, 
injuries and chronic respiratory conditions.[24] 
The projected increase in rates of loss of healthy 
life associated with diabetes is due mainly to 
expected increases in body mass. 
Diabetes prevalence is projected to increase 
almost threefold over the next twenty years, 
and with higher rates of neurological conditions 
it is expected to cause the largest growth in 
disability in the elderly.[25]
Health expenditure will rise
A modelled case study prepared for the 
United Nations estimated that Australia’s total 
health expenditure will increase by 127% in the 
period 2002 to 2032, from $71 billion to $162 
billion – an increase of $91 billion.[22] A study 
in the US found that if rising trends in obesity 
levels continue, as in Australia, disability rates 
will increase across all age groups, offsetting 
past reductions in disability – and that if this 
continued in the US, one-fifth of US healthcare 
expenditure would be needed for treating the 
consequences of obesity by 2020.[26]
based on current trends:
n	 Australians will continue to become more 
overweight and obese
n	 There will be six million obese Australians by  
2020 and 6.9 million by 2025[10]
n	 The percentage of the Australian population  
who will be overweight or obese will have  
grown to a record 73% in 2025. This includes  
one-third of our children and three-quarters 
of our adult population[27]
n	 Recent trends in Australian children predict 
that their life expectancy will fall two years 
by the time they are 20 years old, setting 
them back to levels seen for males in 2001 
and for females in 1997[6]
n	 A projected rise in the rates of type 2 
diabetes, mainly due to expected growth 
in prevalence of obesity, will increase 
healthcare costs by $5.6 billion each year 
(from $1.4 to $7 billion) by 2032[27]
n	 The burden of disease attributable to high  
body mass is likely to overtake tobacco as 
the leading preventable cause of burden as 
smoking rates decline[28]
Figure 2.2 (Source: AIHW 2008 {4})
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2.5 challenges
The challenges facing future prevention 
effort for overweight and obesity include:
esTAbLIshING effeCTIve LeAdeRshIP  
ANd COORdINATION
The scale of the epidemic requires action 
to begin now. It is crucial that this involves 
all aspects of national, state and local 
governments, the non-government sector, 
industry, business, private interests and 
local communities, and across all levels of 
government and within and across sectors. 
Together, these key players must develop a 
staged approach that will sustain action in the 
long term, and will start by halting the current 
rise in the prevalence of obesity.
shIfTING TO A POPuLATION-WIde fOCus
If there is to be real change, Australia needs 
to avoid the natural tendency to focus only 
on individual and personal responsibility 
and ensure that policy directions to tackle 
overweight and obesity as a major public 
health issue have a population-wide focus. 
A wide range of forces, some outside the 
control of individuals and families, interact to 
shape patterns of overweight and obesity. The 
magnitude of this problem warrants a stronger 
population-level response.
equITy
Targeted approaches are needed for groups 
with disproportionately high rates of overweight 
and obesity, including Indigenous people, 
people of different cultural backgrounds 
(particularly from Pacific Islands and the Middle 
East), people of lower socio-economic status, 
children and young or pregnant women. 
Interventions aimed at children and pregnant 
women may have a significantly higher impact.
WORkING WITh INdusTRy
The contribution of Australian industry is crucial 
in tackling the obesity problem. Industry 
sectors have already demonstrated their 
willingness and ability to work in partnership 
with others to develop strategies and products 
to enhance the health of Australians. Industry 
(especially the food and beverage industry 
and restaurant and catering industries) can 
make an important contribution by providing 
information (for example, product and menu 
labelling and responsible marketing); placing 
healthy products in more prominent positions 
in supermarkets; improving the food supply (for 
example, making healthier and affordable food 
products available); and developing a more 
environmentally sustainable food chain.
buILdING The evIdeNCe bAse
It will be important to continue developing 
the evidence base for action on overweight 
and obesity, but this should not be a cause for 
delayed action. Australia can build a strong 
evidence base through research, evaluation, 
monitoring and surveillance. This should include 
a much higher investment in research and 
evaluation of interventions, as well as improving 
our understanding of the causes of obesity. A 
specific research agenda should be developed 
with appropriate levels of funding – public and 
private. This will need to be supported by the 
improved monitoring and harmonisation of 
surveillance systems across Australia.
eNsuRING PubLIC sAfeTy
The weight loss industry in Australia is worth 
millions each year (for example, it is estimated 
that young women aged 18–32 years spent 
almost $414 million on managing their weight 
in 2002). There are a wide range of weight loss 
programs available, including commercial 
weight loss programs (such as pharmacy-based 
programs), internet-based programs, weight 
loss products (such as meal replacements) and 
community-based weight management or 
exercise groups. 
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These programs are popular – but there is 
limited data on their effectiveness. To ensure 
that practices are safe and effective, programs 
need to be reviewed and a common code of 
practice for the industry needs to be developed.
2.6 Halting the epidemic
Reductions in the prevalence and incidence 
of overweight and obesity would lead to 
significant social and economic benefits for  
all Australians, including significant 
improvements in the health and wellbeing of 
individuals and families, substantial savings 
to the healthcare system and improvements 
in workplace productivity.
In addition to improvements in weight 
management and the prevention of weight 
gain in those already overweight or obese, the 
prevention of overweight and obesity provides 
an outstanding opportunity to realise a wide 
range of benefits. By encouraging healthy 
eating and a more physically active lifestyle 
across all age groups in the population, we can 
improve the health and wellbeing of individuals, 
reduce costs to society, maintain and improve 
the high levels of life expectancy Australians 
currently enjoy, and help to narrow gaps in  
life expectancy.
Investment in prevention not only benefits those 
who are already overweight or obese, but those 
who are currently at a healthy weight. Weight 
loss in people who are overweight and obese 
improves physical, metabolic, endocrine and 
psychological complications. Obesity-related 
mortality can be reduced through weight loss: 
even a modest loss of 5–10% of body weight 
can lead to significant health benefits.[29]
The beNefIT Of ACTING NOW
n	 The Australian healthcare system could save  
$1.5 billion annually if more people were 
physically active for 30 minutes a day 
(based on the gross cost of the prevention, 
diagnosis and treatment of medical 
conditions attributable to physical inactivity 
related to direct public and private health 
expenditure][30]
n	 Weight loss in people who are 
overweight and obese improves physical, 
metabolic, endocrine and psychological 
complications. Obesity-related deaths can 
be reduced through weight loss – even a 
modest loss of 5–10% of body weight can 
lead to significant health benefits(24)
n	 As well as helping in weight loss and the 
prevention of weight gain, being physically 
active can also help prevent type 2 
diabetes, lower blood pressure, reduce 
the risk of some cancers and contribute to 
mental health wellbeing[28]
n	 A healthier diet can help in the reduction 
of high blood fat (for example, cholesterol 
levels), one of the conditions placing 
significant pressure on the Pharmaceutical 
Benefits Scheme, as well as providing many 
other health benefits[28]
n	 As BMI increases, so do length of hospital 
stay, medical consultations and use of 
medication.[31] Halting current increases 
in BMI will therefore assist in preventing 
associated cost rises
n	 Strategies that are effective in halting and/
or reducing the rise in population BMI will 
benefit national productivity. Obesity was 
associated with over four million days lost 
from Australian workplaces in 2001. Obese 
employees tend to be absent from work 
due to illness significantly more often than 
non-obese workers, and for a longer period 
of time, and they are less likely to be in the 
labour force[32]
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for newly emerging areas of health risk – 
such as obesity – there are benefits from 
adopting a ‘learning by doing’ approach.
Obesity is a relatively new area for prevention 
globally. Australia is one of an early group of 
countries committed to making a concerted 
effort. We are at the beginning of a long journey 
to reverse the current situation, and 2020 will 
deliver only on the first steps in that journey.
Already, there is evidence about the 
interventions that are necessary to improve 
nutrition and physical activity. Lessons from 
other areas of successful action, such as 
tobacco control, HIV/AIDS and road trauma,  
are transferable to obesity.
While many pieces of this jigsaw are known, 
community readiness for a set of hard-hitting, 
multifaceted interventions on obesity may at 
this stage be similar to that in the early days of 
tobacco control.
There is also much evidence about the 
effectiveness of interventions that is yet to be 
captured. These factors speak to a ‘learning by 
doing’ approach – that is, the staged trialling of 
a package of interventions accompanied by 
an appropriate allocation of resources as well 
as comprehensive monitoring and evaluation.
The World Health Organization recommends 
the following actions:
n	 legislate to support the healthier composition  
of food products
n	 limit the marketing of food and beverages  
to children
n	 enact fiscal policies to encourage the  
consumption of healthier food products
n	 promote access to recreational physical activity
n	 change physical environments to support  
active commuting and create space for  
recreational activity
n	 create healthy school and workplace  
environments
n	 undertake mass media, education and  
information campaigns to promote healthy  
diets and physical activity
n	 offer health advice and preventative services  
in primary healthcare settings[5]
2.7 Priorities for action
In the first instance, policy reforms should aim  
to halt and reverse the rise in the prevalence  
of overweight and obesity.
MAJOR IMPeRATIves ARe TO:
n	 Reshape industry supply and consumer  
demand towards healthier products by  
increasing availability and access to 
healthier food and activity choices
n	 Protect children and others from 
inappropriate marketing of unhealthy 
foods and beverages, and improve public 
education and information
n	 Embed physical activity and healthy eating 
in everyday life through school, community 
and workplace programs
n	 Reshape urban environments towards 
healthy options through consistent 
town planning and building design that 
encourage greater levels of physical activity 
and through appropriate infrastructure 
investments (for example, for walking, 
cycling, food supply and recreation)
n	 Strengthen, skill and support primary health 
care to support people in making healthy 
choices, especially through the delivery 
of community education and advice 
about nutrition, physical activity and the 
management of overweight and obesity
n	 Close the gap for disadvantaged 
communities through the development 
of targeted approaches to overweight 
and obesity for disadvantaged groups, 
particularly Indigenous and low-income 
Australians, pregnant women and  
young children
n	 Build the evidence base, monitor and 
evaluate the effectiveness of actions taken
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3.  the case for 
prevention: tobacco
2020 target: reduce the prevalence  
of daily smoking to below 9%
Between 1950 – when clear evidence on the 
dangers of smoking became available[33, 
34] – and 2008, more than 900,000 Australians 
died because they smoked.[35] This toll will 
exceed the million mark within a few years. 
With a huge body of evidence now providing 
clear guidance on the most effective means 
of reducing smoking, both at the population 
level and in clinical settings, there is no reason 
to allow the smoking epidemic to continue for 
another 60 years.
If the prevalence of daily smoking is reduced to 
9% or less by 2020, experts believe that smoking 
will continue to decline quite rapidly until it is 
no longer one of Australia’s major public health 
problems. This target is feasible, but achieving it 
will require a dramatic reduction in the number 
of children taking up smoking and a doubling of 
the percentage of smokers trying to quit.
Tobacco use is currently the single-biggest 
preventable cause of death and disease in 
Australia.[25, 36]
Smoking resulted in an estimated 15,511 deaths 
in 2003 and cost the Australian community 
around $12 billion in tangible net costs in 2004–
05.[9] Tobacco use is responsible for 12% of the 
total burden of disease and 20% of deaths in 
Indigenous Australians.[22]
A report to the Department of Health and 
Ageing assessing the returns on investment in 
public health in Australia estimated that the  
30% decline of smoking between 1975 and  
1995 had already prevented over 400,000 
premature deaths[13], and saved costs of over 
$8.4 billion.[12]
Modelling of the impact of reductions in 
smoking on healthcare expenditure indicates 
the potential for substantial further savings.
3.1 The current situation
Twenty-five years after the introduction of the 
first series of policies to discourage smoking, 
the use of tobacco products in Australia is at 
an historic low.
Figure 3.1 shows that the proportion of adult 
Australians who describe themselves as current 
smokers fell significantly between 1980 and 
2007.[37]
Figure 3.1 
Source: Centre for Behavioural Research in Cancer analysis 
of data from Anti-Cancer Council of Victoria[38-44] and 
National Drug Strategy Household Surveys[45-47]
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3.2 Historical trends in mortality
Figures 3.3 and 3.4 show the downward trends 
of death from two tobacco-related diseases 
(lung cancer and chronic obstructive pulmonary 
disease) since comprehensive tobacco 
control policies were put in place in Australia, 
showing their success and the importance of 
maintaining strong tobacco control into the 
future. The landmark reports of the Royal College 
of Physicians of London and the US Surgeon 
General were released in 1962 and 1964. 
These are dramatic illustrations of the impact 
of preventative programs, albeit over a much 
longer period than should have been the case.
Figure 3.2 shows that the proportion of 
teenagers who smoke has fallen sharply  
since 1999.
The weight of tobacco levied for excise and 
customs duty has fallen steadily since 1975 and 
is currently lower than it has been at any time 
since records were first collected shortly after 
Federation.[49]
While Australia should be proud of its record, 
there is no cause for complacency.
Over three million people (around 18% of 
Australians aged 14 years and over) still smoke, 
with almost 2.9 million smoking on a daily basis. 
About half of these smokers who continue 
to smoke for prolonged periods will die early, 
half of them in middle age when children and 
grandchildren depend on them and while  
they are in the most productive years of their 
working lives.[50]
Figure 3.3
Male lung cancer rates per 100,000 today 
are as low as they were in 1963
Source: AIHW National Mortality Database (51)
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Figure 3.4
Trends in death rates for COPD in Australia,  
1922 to 2003: male rates per 100,000 today  
are as low as they were in the late 1950s
Source: AIHW National Mortality Database (51)
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Figure 3.2
Trends in current smoking (smoked in past week), 
Australia 1984-2005, students 12-15 years and 
16-17 years
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3.3 High-risk groups
Rates of smoking in high-risk groups  
differ from the general population.
Smoking rates are rapidly declining among the 
affluent, but continue to be substantially higher 
among those with lower levels of education 
and those living in more disadvantaged areas.
n	 The decline in smoking rates among adults living 
in the most disadvantaged areas appears to 
have levelled off.[52]
n	 Smoking rates among Indigenous Australians  
are more than double those in the rest of the 
community.[53]
n	 Among children living in households where  
at least one person smokes, those who live in 
disadvantaged areas are almost four times more 
likely to be exposed to second-hand tobacco 
smoke indoors than children living in more  
affluent areas of Australia.[54]
n	 Almost one in five pregnant women report 
smoking during pregnancy,[55] including  
42% of teenagers and 52% of Indigenous 
women,[56] posing serious risks to the mothers, 
and long-lasting and far-reaching effects on their 
offspring.[57]
3.4  benefits from reducing  
smoking levels
for every 1000 smokers who quit, at least 40 
will be spared a diagnosis of chronic illness.
Most of the benefits from reducing the 
prevalence of smoking over the next decade 
will be realised in the 2030s and 2040s. However, 
even by 2020 we can expect to see savings in 
excess of our investments at both national and 
state levels. Modelling the impact on deaths 
and costs over just the next 10 years predicts 
that for every 1000 smokers who quit, at least 
40 will be spared a diagnosis of chronic lung 
disease, lung cancer, heart attack or stroke, 
with significant healthcare savings.[58]
Benefits from reduced tobacco use go well 
beyond savings to the healthcare system.
Work for the Victorian Treasury indicates that if 
impacts on costs currently borne by the business 
sector were taken into account, the returns on 
investment in tobacco control would be even 
higher than current estimates. Accelerating the 
decline of smoking would bring benefits not 
only in public health but also in keeping people 
in the workforce longer, reducing absenteeism 
and increasing productivity.
quitting smoking provides other benefits
Quitting smoking provides extra funds in 
individual and family budgets that could be 
directed towards other household expenditure.
The levels of improved fitness that results from 
giving up smoking can help people to make 
other lifestyle changes.
Given that spending on tobacco products 
can increase financial stress, prevent the 
accumulation of wealth and contribute to the 
perpetuation of intergenerational poverty, 
tobacco control should be regarded not just as 
a health policy but also as a key strategy for the 
prevention of social disadvantage.
3.5 challenges
A number of challenges still remain for  
tobacco control.
LOss Of MOMeNTuM IN NATIONAL  
ANd sTATe effORTs
Despite progress in tobacco control over 
the past 30 years, there is no guarantee that 
the decline will continue. Prominent public 
education campaigns in some of the larger 
states have helped to drive a reduction of 
around 30% in total prevalence of smoking in 
Australia over the last 12 years.
However, there has been a ‘flattening out’  
in the reduction in the prevalence of  
smoking rates in Australia, as the latest results  
of the National Drug Strategy Household  
Survey indicate. 
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Between 2004 and 2007 prevalence of weekly 
rates fell by only 1.1 percentage points (6%), 
compared to a drop of 2.1 percentage points 
(9%) over the previous three years.
Evidence from Australia and overseas shows 
that when tobacco control efforts stall, so does 
the decline in smoking. There is a danger of 
complacency, which we can ill afford in facing 
up to our largest preventable cause of death 
and disease.
fuRTheR ReduCTION IN sMOkING PRevALeNCe
Reducing smoking further requires a dramatic 
reduction in both the number of children taking 
up smoking and an increase in the number of 
people trying to quit. In Australia, the challenge 
is to halve the rate of smoking uptake and 
double the percentage of adult smokers who 
quit each year. If this could be achieved, 
smoking prevalence would reduce to 9% by 
2020 and then continue to decline quite rapidly.
CLARIfyING ROLes Of COMMONWeALTh  
ANd sTATe GOveRNMeNTs
In the early years, tobacco control in Australia 
was largely seen as the responsibility of state 
and territory governments. Differences in 
legislation and programs have resulted in 
children and adults in some jurisdictions being 
exposed to forms of tobacco marketing 
to which they are not exposed in others. In 
addition, smokers in some jurisdictions do not 
have access to services that are free in others. 
The Australian Government has been more 
directly involved in some policy initiatives  
and, briefly, the National Tobacco Campaign,  
as well as ratifying the International  
Framework Convention on Tobacco Control  
in December 2003. It will be important that  
all jurisdictions recognise their responsibility  
and respond effectively.
sOCIO-eCONOMIC dIsPARITIes  
IN TObACCO use
Complex, interacting factors drive disparities 
in the uptake and continuation of smoking, 
with people in highly disadvantaged groups 
suffering a disproportionate level of tobacco-
related harm. We need to better understand 
the combination of reinforcing factors that 
perpetuate high smoking rates in disadvantaged 
groups and respond with suitable interventions 
based on appropriate consultation.
3.6 Future outlook
AusTRALIA hAs The CAPACITy TO:
n	 Substantially reduce the affordability of  
tobacco products
n	 Eliminate all remaining forms of  
promotion of tobacco, including  
marketing at the retail level
n	 Establish a mechanism for the regulation  
of tobacco products
n	 Licence all retailers and limit the number 
and type of retail outlets
n	 Ensure no tobacco products are sold  
to children
n	 Improve consumer information
n	 Revitalise the National Tobacco Campaign
n	 Protect the public (especially children) from 
exposure to second-hand tobacco smoke
n	 Ensure appropriate programs and services  
for disadvantaged groups
n	 Improve supports to quit smoking
These actions would halve the rate of 
smoking uptake, double the percentage 
of adult smokers who quit each year, and 
reduce the prevalence of daily smoking  
to 9% or less by 2020.
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3.7 Priorities for action
If the prevalence of daily smoking is 
reduced to 9% or less by 2020, there are 
good grounds to believe that smoking will 
continue to decline quite rapidly until it is 
no longer one of Australia’s leading public 
health problems.
Achieving the 2020 target will require a dramatic 
reduction in the number of children taking up 
smoking and a doubling of the percentage of 
smokers trying to quit. To reach the target, it is vital 
to establish and maintain systems with enough 
capacity to sustain our good record in the 
reduction of smoking and exposure to second-
hand smoke.
Extensive evidence internationally shows  
that the following five measures significantly 
reduce smoking:
n	 raising tobacco taxes and prices
n	 enforcing bans on tobacco advertising, 
promotions and sponsorship
n	 warning people about the dangers of tobacco
n	 protecting people from tobacco smoke
n	 helping people to quit[5]
TO AChIeve The 9% TARGeT, AusTRALIA 
Needs to address the following imperatives:
n	 Ensure that cigarettes become significantly 
more expensive, and that efforts to achieve 
this through increases in excise and customs 
duty are not undermined by the increasing 
availability of products on which these 
duties have been evaded
n	 Further regulate the tobacco industry 
with measures such as ending all forms of 
promotion including point-of-sale displays 
and mandating plain packaging of 
tobacco products
n	 Increase the frequency, reach and intensity 
of education campaigns that personalise 
the health risks of tobacco and increase 
a sense of urgency about quitting among 
people in all social groups
n	 Ensure that all smokers in contact with  
the Australian healthcare system are 
identified and given the strongest and  
most effective available encouragement 
and support to quit
n	 Ensure access to information, treatment and  
services for people in highly disadvantaged 
groups who suffer a disproportionate level of 
tobacco-related harm
n	 Increase the understanding about 
processes of social diffusion against 
smoking – how being a non-smoker 
and smoking cessation become more 
‘contagious’ – so that these processes can 
be accelerated among less well-educated 
groups and disadvantaged communities
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c
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 p
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 c
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quesTIONs
There is clear and unequivocal evidence that two 
actions by government will decrease the number 
of Australians who die early because they smoke:
n	 increasing the price of tobacco products
n	 sustained, well-funded, hard-hitting public 
education campaigns
Do you support our government taking the 
following actions, which in combination could 
halve smoking rates?
n	 progressively increasing the tax on tobacco 
products to the levels in places such as 
Ireland, Scandinavia and the UK, and 
reaching $20 for a packet of 30?  
n	 investing $40–50m a year in public education 
– less than 1% of revenue from tobacco tax
If you do not support these actions and 
investment, or have other suggestions, what 
would you propose we do as a nation to halt  
the toll of early deaths and disease caused  
by smoking?
n	 Should we prohibit all remaining forms 
of promotion of tobacco products and 
mandate plain packaging?
n	 Should we move by 2020 to a system where 
cigarettes are sold only through a limited 
number of specially licensed outlets?
n	 What more can we do to protect  
children and adults from exposure  
to second-hand smoke?
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Alcohol policy experts remind us that that while 
there are ’some significant disappointments‘, 
there are also ’some wonderful examples of 
successful Australian public policies around 
alcohol from the past two decades‘: drink driving 
legislation and enforcement, the compulsory 
fortification of bakers’ flour with thiamine, and 
liquor licensing restrictions that are working well 
for some Aboriginal communities.[61]
None of this should be cause for complacency. 
If success is to be measured on the basis of any 
change in rates of overall per capita drinking, 
and of adult binge drinking and outcomes such 
as alcohol-related deaths, hospitalisations and 
crime, these strategies alone are not enough.
It is not only public health experts who are 
concerned about the harmful use of alcohol. 
The general community is also worried about 
alcohol’s adverse health and social effects.  
A recent survey of Australians showed that 84% 
of people are concerned about the impact 
of alcohol on the community and that they 
consider intoxication to be unacceptable.[62]
There is an urgent need to improve public safety 
by curbing rising levels of intoxication, reducing 
alcohol-fuelled violent and disruptive behaviour 
on the street and in the home, stepping up 
efforts to further reduce drink driving, and 
ensuring that the abuse and neglect of children 
through alcohol consumption is addressed. 
Equally important is the need for strong 
enforcement of current laws and practices  
that prevent the harmful use of alcohol. 
4.  the case for 
prevention: alcohol
2020 target: reduce the prevalence of 
harmful drinking for all Australians by 30%
4.1 The current situation
Alcohol plays many roles in society –  
as a relaxant, as an accompaniment to 
socialising and celebration, as a source 
of employment and exports, and as a 
generator of tax revenue. It is intrinsically 
part of Australian culture.
The majority of Australians who regularly drink 
do so in moderation. Around three-quarters 
(72.6%) of Australians drink below levels that 
would incur long-term risk of harm. However, the 
short-term consumption of alcohol at harmful 
levels, while only occasional, is a prominent 
feature of Australia’s drinking culture. One in five 
Australians (20.4%) drink at short-term risky/high-
risk levels at least once a month. This equates to 
more than 42 million occasions of binge drinking 
in Australia each year. While these drinking 
patterns have not changed markedly over 
the past decade, they continue to produce 
substantial costs to the health of Australians, 
and trends among young people show cause 
for concern.
Australia’s international reputation in action 
on alcohol is among the best in the world.
A recent review of alcohol policies in 30 OECD 
nations rated Australia as fifth overall, ranked 
behind Norway (1st), Poland, Iceland and 
Sweden.[59] Another recent comparison of 
alcohol policies in 18 countries reports that 
‘contrary to the generally pessimistic reports 
about alcohol policies, the case of Australia 
provides cause for optimism’.[60]
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CuRReNT sNAPshOT
n	 83% of Australians are drinkers, and 1.4 million 
Australians consume alcohol on a daily basis. 
Overall per capita consumption of alcohol in 
Australia is high by world standards, with the 
country currently ranked within the top 30 
highest alcohol-consuming nations, out of a 
total of 180 countries (WHO 2008)
n	 Consumption accounts for 3.2% of the total 
burden of disease and injury in Australia: 4.9% 
in males and 1.6% in females[25]
n	 The annual tangible net cost to the Australian 
community from harmful drinking is estimated 
to be almost $11 billion[63]
n	 Much of this cost is borne outside the health 
system. One of the major tangible costs is lost 
productivity in the workplace ($3.5 billion). An 
estimated 689,000 Australians attend work 
under the influence of alcohol each year[63]
n	 Other costs outside the health system include 
the costs of road accidents ($2.2 billion), costs 
of crime ($1.6 billion), and lost productivity in 
the home ($1.5 billion)
n	 It is also estimated that alcohol is responsible 
for insurance costs totalling $14 million a year
n	 The negative impacts of harmful consumption 
of alcohol by individuals on those around 
them is felt regularly by many Australians: 
13.1% of Australians report being ‘put in fear 
’ by a person under the influence of alcohol, 
and 25.4% report being subjected to alcohol-
related verbal abuse[64]
n	 The impact of drinking on children, by their 
parents and/or other adults, is a particular 
concern: 13% of Australian children aged two 
years or less are exposed to an adult who is a 
regular binge drinker.[65] It has been estimated 
that 31% of parents involved in substantiated 
cases of child abuse or neglect experience 
significant problems with alcohol use[66]
4.2 Patterns of drinking
Patterns of drinking show areas of high risk 
throughout life.
Overall, Australian males are more likely than 
females to drink at short-term risky/high-risk 
levels on regular (at least once a month) 
occasions (17% of females compared to 23% of 
males). However, among teenagers, females 
are more likely than males to regularly drink 
at levels of risky/high-risk of harm in the short 
term (28% of female teenagers compared to 
24% of male teenagers). Victorian data show a 
worsening of the problem. The prevalence of 
risky drinking among 16-17 year old secondary 
school students in Victoria has risen from 15% in 
1984 to 23% in 2005. [76]
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Among Australian teenagers in 2007, the 
prevalence of drinking at levels for long-term 
risk of harm was considerably higher among 
females (10%) than among males (7%).[4]
Older drinkers are also cause for concern. As 
the Australian population ages, heavy drinkers 
currently aged in their 40s and 50s are likely to 
present significant public health challenges 
by 2020 unless they reduce their alcohol 
consumption.
Harmful consumption of alcohol occurs in 
a range of different settings, and alcohol is 
sometimes consumed in combination with  
other drugs, including illicit and prescription 
drugs. It is also sometimes used as a substitute  
for other drugs.
The effects of alcohol consumption go beyond 
diseases, accidents and injuries to a range 
of adverse social consequences, both for 
the drinker and for others in the community. 
These consequences include harm to family 
members (including children) and to friends 
and workmates, as well as to bystanders and 
strangers. Alcohol-related disturbance and 
assault ranges from acts of vandalism, offensive 
behaviour and disruption to far more serious 
antisocial behaviour, which can result in violence 
or injury to others.[67] It is not surprising that much 
of the time and resources of policing in Australia 
are related to incidents involving alcohol.
Harmful alcohol consumption impacts 
significantly across a range of other areas,  
such as workforce productivity, healthcare 
services such as hospitals and ambulances, 
road accidents, law enforcement, property 
damage and insurance administration.
Figure 4.1
Source: AIHW (2008a)
Monthly drinking at risky/high risk of harm in the 
short term* by age and year, proportion of the 
male population aged 14+ years, 2001 to 2007
Between 2001 and 2007 there were only slight 
changes in the prevalence of drinking at risky/
high risk of harm in the short term across the  
age groups.[4]
Figure 4.2
Source: AIHW (2008a)
Monthly drinking at risky/high risk of harm in the 
short term* by age and year, proportion of the 
female population aged 14+ years, 2001 to 2007
(*Risky/high-risk drinking in the short term =  
seven or more standard drinks on any one day 
for males; five or more standard drinks on any 
one day for females)
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4.3 High-risk groups
There are variations in alcohol consumption 
across Australia and different impacts on 
specific high-risk population groups.
There is geographic variation in the levels 
and patterns of alcohol consumption across 
Australia, with per capita alcohol consumption 
varying significantly between urban and rural 
areas and between Australian states and 
territories. For instance, the prevalence of 
drinking at short-term risky/high-risk levels at 
least monthly is 18.7% in New South Wales, 19.4% 
in Victoria and 28.4% in the Northern Territory.
Indigenous Australians are about twice as 
likely to abstain from alcohol as non-Indigenous 
Australians, but those who do drink are up to six 
times more likely to drink at high-risk levels than 
non-Indigenous people.[68]
Childhood and adolescence are critical times 
for brain development, and the brain is more 
sensitive to alcohol-induced damage during 
these times.[67]
Initiation of alcohol use at a young age may 
increase the likelihood of negative physical 
and mental health conditions, social problems 
and alcohol dependence. Regular drinking in 
adolescence is an important risk factor for the 
development of dependent or risky patterns of 
use in young adulthood.
Drinking within families is an important 
consideration. Depending on the 
circumstances, it can be either a positive or 
negative influence on the drinking behaviour 
of young people. A recent Australian study 
estimates that 13.2% or 451,621 children aged 
12 years or less are at risk of exposure to binge 
drinking in their home by at least one adult.[65]
Drinking contributes to the three leading causes 
of death among adolescents – unintentional 
injuries, homicide and suicide – along with risk-
taking behaviour, unsafe sex choices, sexual 
coercion and alcohol overdose.[67]
Maternal drinking can result in a spectrum 
of harms to the unborn child, including fetal 
alcohol syndrome. Recent data show that 59% 
of Australian women drank alcohol at some 
time in their pregnancy and that 14% reported 
drinking five or more drinks in a sitting in the 
three months prior to pregnancy. However 
many women elect to abstain from alcohol 
some time during pregnancy – 58% during the 
first and second trimesters and 54% in the third 
trimester.[67] Although the risks from low-level 
drinking (such as one or two drinks per week) 
during pregnancy are likely to be low, a ‘no-
effect’ level has not been established, and 
limitations in the available evidence make it 
impossible to set a ‘safe’ or ‘no-risk’ drinking 
level for women to follow in order to avoid 
causing harm to their unborn baby.
Other high-risk population groups 
whose misuse of alcohol requires specific 
considerations include people who have a 
mental health condition, people who have 
multiple health issues (for example, drug 
dependence, general poor health) and certain 
occupational groups.
4.4 benefits of reform
strong preventative measures implemented 
now have the potential to reduce problems 
in the future. The results will most likely take 
a generation to be realised and they require  
a long-term effort. Cultural change is not  
instant – it involves steps along a continuum,  
as the tobacco experience has proven.
Reducing the prevalence of harmful 
consumption of alcohol is important at all life 
stages, as different risks emerge for different 
age groups. At a young age, regular drinking is 
a significant risk factor for the development of 
harmful drinking and alcohol problems in young 
adulthood and in later life.[67] Preventative 
measures that delay the uptake of drinking by 
young people as late as possible are critical in 
reducing the likelihood of drinking problems in 
the longer term.
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If We ACT NOW, by 2020:
n	 A 48% reduction in alcohol-attributable 
deaths could be achieved
n	 People of all ages and backgrounds will  
feel safer in public places at night, especially 
at weekends in our major cities
n	 Low-alcohol products will increase in 
availability and popularity
n	 Local communities will have a greater say in 
the availability and management of alcohol 
in their local area
n	 Commercial activity in city centres, 
particularly at night, will become more 
diverse and prosperous
n	 Policing of alcohol problems will be 
proactive and targeted to situations where 
enforcement is most needed
n	 Alcohol-caused road injuries and deaths  
will decline and rates of drink driving reach 
record lows
n	 People will be more in control of their 
drinking and take steps to change  
individual drinking habits and to improve 
their overall health
n	 Accident and emergency departments in 
hospitals will be less burdened by alcohol 
problems and better able to attend to 
people with other health problems
n	 Australia’s productivity will increase,  
with reduced workplace absenteeism
n	 There will be less drunken behaviour on  
the street 
and 
n	 Enormous reductions in the social costs of 
alcohol-related harm could be realised 
from policy measures such as higher alcohol 
taxation ($5940 million), brief interventions 
($5830 million), partial advertising and 
marketing controls ($2450 million), and 
greater enforcement of drink drive laws  
($940 million)
Source: Collins and Lapsley 2008: The avoidable costs  
of alcohol abuse in Australia[63]
4.5 challenges
Challenges facing prevention efforts for  
alcohol include:
COMPLeX sOCIAL fORCes INfLueNCe  
dRINkING behAvIOuR
Australia’s drinking cultures are driven by  
a complex mix of powerful social forces. These 
include habits, customs, images and norms, and 
other interlocking and equally powerful forces 
relating to the social, economic and physical 
availability of alcohol, such as promotion and 
marketing, age restrictions, price, outlets, hours 
of access and service practices.[69]
dIvIded COMMONWeALTh ANd sTATe  
ResPONsIbILITIes ANd COMPLeXITy IN 
AChIevING COORdINATed ACTION
The policy levers that most influence the access 
to and price of alcohol in contemporary 
Australia are the alcohol taxation system 
(a Commonwealth responsibility) and 
liquor licensing systems (state and territory 
responsibility). Evidence from Australian and 
international research literature shows that 
economic availability (price) and physical 
availability (access) of alcohol within 
communities are two of the key determinants 
of harmful use of alcohol. In simple terms, 
when prices reduce or when access increases, 
consumption increases, but when prices increase 
or access decreases, consumption reduces.
dIsPARITIes IN TAXATION
In Australia, different taxes are applied to 
different products (beer, wine and spirits) 
reflecting the history of alcohol consumption in 
Australia, the status of various alcohol products 
and changing powers of taxation between 
the Commonwealth and states and territories. 
These different taxation arrangements influence 
the prices of different categories of alcohol 
products unevenly, often in ways that do not 
promote low-risk consumption (see Figure 4.3).
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Figure 4.3
Tax payable per standard drink* of alcohol, various products, Australia, as at 1 August 2008*
Note: *Includes a 1.15% Alcohol by Volume (ABV) excise-free concession for beer. Wine equalisation tax (WET) payable per 
standard drink of wine is based on a four-litre cask of wine selling for $13 (incl. GST) [‘Cask wine’], a 750 ml bottle of wine selling 
for $15 (incl. GST) [‘Bottled wine 1’], a 750 ml bottle of wine selling for $30 (incl. GST) [‘Bottled wine 2’] and a 750 ml bottle of port 
selling for $13 (incl. GST) [‘Port, sherry’]. A standard drink is equal to 0.001267 litres or 10 grams of pure alcohol.
GROWTh IN ALCOhOL AvAILAbILITy
While not completely deregulated, liquor 
licensing laws and regulations in most 
jurisdictions have been significantly relaxed 
over the past decade, generally coinciding 
with the required reviews under the National 
Competition Policy. One of the effects of this 
has been a proliferation in the number of  
new licensed premises in some jurisdictions  
(see Figure 4.4).
Along with an increase in the total number of 
licensed premises, there has been an increase 
in the numbers of premises with extended 
trading hours, the numbers of licences to sell 
packaged liquor (i.e. take away) and over time 
an increased concentration of licences held by 
just a few business.
dIveRsITy ANd COORdINATION
Future efforts to prevent harm from alcohol 
use will require integrated and coordinated 
arrangements. These arrangements will span 
all levels of government and fields of interest 
(health, law enforcement, road safety, finance 
and taxation), as well as non-government 
organisations, business and industry sectors.
seLf-ReGuLATION Of AdveRTIsING
Regulation of alcohol advertising in Australia 
is subject to industry self-regulation, known 
as the Alcohol Beverages Advertising Code 
(ABAC) Scheme. The scheme is funded and 
administered entirely by the alcohol industry, 
with limited Commonwealth and state and 
territory government representation on the 
ABAC Committee, and does not cover all forms 
of alcohol promotion.
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Figure 4.4
Number of liquor licences by year, Victoria, 1986 to 2006
Source: Consumer Affairs Victoria, unpublished data
AddRessING The CuLTuRAL  
PLACe Of ALCOhOL
A strong cultural acceptance of alcohol 
consumption exists in Australian society. Recent 
Australian research for the development of 
a national alcohol social marketing initiative 
reports, ‘the challenge for communication is 
that intoxication is closely linked to alcohol per 
se. When we simply asked participants about 
their earliest memories in relation to alcohol 
there was an overwhelming tendency to leap 
to their first drunk experience. Further, these 
experiences were recalled with a sense of pride 
and nostalgia, even though the stories inevitably 
involved some embarrassment’.[70]
COLLeCTION Of sTANdARdIsed dATA
The collection of data on alcohol sales by 
all state and territory governments at an 
outlet level is imperative. Collection will 
enable the analysis of changing patterns 
and trends in drinking and the effects of new 
and different types of alcohol outlets on 
alcohol consumption. It is also needed for 
the evaluation of the effects of alcohol policy 
measures on alcohol consumption and the 
rates of alcohol problems over time and in 
different communities.
18,000
16,000
14,000
12,000
10,000
8,000
6,000
4,000
2,000
0
1986 1988 1990 1992 1994 1996 1998 2000 2002 2004 2006
36
4.6 future outlook
The prevalence of harmful drinking and 
the incidence of alcohol-related harm in 
Australia are already at levels that cause 
significant social and economic costs to the 
community – costs that are preventable.
Current projections of the leading causes of 
disease burden to 2030 predict that there will 
be no improvement.
bAsed ON CuRReNT TReNds:
n	 Young women will continue to  
overtake young men in the prevalence  
of binge drinking
n	 Night time economies, especially in our 
major cities, will demand significant resources 
to manage alcohol related anti-social 
behaviour, violence and crime
n	 Police services and hospital emergency  
departments will require significantly more 
resources to attend to alcohol-related issues, 
marginalising other social and health issues
n	 Young people will increasingly be targeted 
through planned and sophisticated 
multimedia-based alcohol advertising
n	 There will be a lack of low-alcohol beverage  
options available, with limited incentives  
to provide anything other than higher 
strength options
n	 Alcohol will be available in a wide range of  
locations, making it hard to restrict access  
to alcohol and impossible to enforce liquor  
licensing laws
n	 Health inequalities between Indigenous and 
non-Indigenous Australians, and between 
particular geographic areas of Australia, will 
be further widened
4.7 Priorities for action
Reducing the harmful consumption of 
alcohol requires a long-term commitment. 
There are many lessons to be learnt from 
the successes to date with tobacco control, 
including the phasing in of prevention 
strategies, and efforts to increase community 
understanding and shift social norms.
Internationally, experts agree that an  
effective strategy consists of a comprehensive 
approach including:
n	 regulation of alcohol availability
n	 enforcement of liquor laws
n	 marketing and accessibility
n	 raising awareness of the harmful effects  
of alcohol on individuals and society
n	 implementing brief interventions against  
the harmful use of alcohol
n	 improving health outcomes for  
Indigenous people
There is also agreement that an effective 
strategy needs to deal with under-age drinking, 
the harmful use of alcohol during pregnancy, 
and driving or operating machinery while under 
the influence of alcohol.[5]
In the first instance, the major imperatives  
for Australia are to:
ReshAPe CONsuMeR deMANd TOWARds 
sAfeR dRINkING ThROuGh:
n	 Managing both physical availability (access) 
and economic availability (price). The high  
accessibility of alcohol – in terms of outlet  
opening hours, density of alcohol outlets and 
discounting of alcohol products – is an issue 
in many Australian communities.
n	 Addressing the cultural place of alcohol. 
Social marketing and public education 
are required, and will be more effective 
if the marketing of alcoholic beverages is 
restricted, including curbing advertising and 
sponsorship of cultural and sporting events.
37
ReshAPe suPPLy TOWARds LOWeR-RIsk  
PROduCTs ThROuGh:
n	 Changes to the current taxation regime that 
stimulate the production and consumption 
of low-alcohol products.
n	 Improved enforcement of current legislative 
and regulatory measures (such as 
Responsible Serving of Alcohol or bans on 
serving intoxicated persons and minors, or 
continuing to lower blood alcohol content in 
drink-driving laws).
sTReNGTheN, skILL ANd suPPORT 
PRIMARy heALTh CARe TO heLP PeOPLe  
IN MAkING heALThy ChOICes:
n	 Supporting brief interventions as part 
of routine practice by trusted health 
professionals and other health workers 
in primary healthcare settings can assist 
changes in drinking behaviour and attitudes 
to alcohol consumption.
CLOse The GAP fOR  
dIsAdvANTAGed COMMuNITIes
n	 There is a need for tailored approaches  
and services to reach Indigenous and other 
disadvantaged groups.
IMPROve The evALuATION Of  
INTeRveNTIONs ThROuGh:
n	 Monitoring and evaluation of regulatory  
measures and other programs to underpin  
the further evolution of prevention 
strategies directed at inappropriate alcohol 
consumption.
n	 Developing effective models of safer 
patterns of alcohol consumption in 
different communities through changes 
to alcohol taxation arrangements, and an 
understanding of the impact of different 
types of alcohol outlets and their density on 
hospitalisation, violence and crime rates.
Recent reviews of available research evidence 
show that interventions targeting the whole 
population generally have higher effectiveness 
ratings and are cheaper to implement and 
maintain (on average) than those targeting 
high-risk groups.[71] In general, on the basis 
of experience thus far (and recognising that 
some other interventions have not been fully 
implemented and evaluated), the types of 
interventions that are considered most effective 
according to the ratings are, in order:
n	 regulating physical availability
n	 taxation and pricing
n	 drink driving counter-measures
n	 treatment and early intervention
Other areas that have very promising potential 
for effectiveness include:
n	 altering the drinking context
n	 regulating promotion
n	 well-funded, sustained public education
There has not been enough experience 
to date for programs in these areas to be 
rated, although experience from tobacco in 
regulating promotion and public education  
is very encouraging.
High priority should be given to enforcing and 
extending existing legislation and regulation, 
coupled with public education and social 
marketing. The combination of these strategies 
has proven highly successful in tobacco  
control and the control of drink driving. In 
addition, innovative and intelligence-led 
approaches to law enforcement (for example, 
the use of information about the last place 
of alcohol consumption prior to an offence 
in order to pinpoint establishments not 
implementing responsible serving of alcohol) 
can be widely adopted.
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New policy measures should also be 
considered. The current Treasury review of 
Australia’s taxation system[72] provides an 
opportunity to review and reform flaws in the 
current alcohol taxation system, especially the 
ways in which the current taxation system does 
not treat all alcohol types equally, and does not 
adequately tax alcohol to compensate for the 
negative impacts it produces. 
The review should consider alternative models 
of alcohol taxation for Australia by utilising 
key data sets on consumption and technical 
expertise to review the current alcohol taxation 
system, best practice models, means of 
regulating minimum price and the likely effects 
of different models on public health.
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quesTIONs
n	 Do you support a focus on the  
suggested priorities?
n	 If you do not support these actions, or  
have other suggestions, what would  
you propose we do as a nation to halt the 
toll of early deaths and disease caused 
through alcohol-related harm?
n	 What are the most important issues that  
can engage support from individuals,  
communities, industry and governments  
and drive cultural change?
n	 What prevention strategies work  
best for high-risk groups, particularly  
among young people and in  
Indigenous communities?
.
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5.  supporting 
prevention
5.1  common aspects across obesity, 
tobacco and alcohol
A comprehensive package of reform will 
require action on each of the following, both 
separately and in combination.
ACCess ANd AffORdAbILITy
The price of tobacco and alcohol products and 
their availability are two of the crucial factors 
in reducing smoking and alcohol consumption. 
Similarly, price and availability should not be 
barriers to healthy eating and physical activity. 
This requires healthy foods to be cheaper and 
more accessible, and physical activity options to 
be easy and cheap for individuals to undertake. 
Price and availability are generally changed 
through legislation, taxation and regulation.
PROduCT MARkeTING
Advertising, packaging, labelling and 
promotion of products are standard ways in 
which all manufacturers and retailers increase 
sales and drive up income. The more attractive 
the product, the greater the public interest. 
Reducing, curbing or (as with tobacco) 
eliminating these aspects of product marketing 
makes unhealthy products less attractive to the 
public in general and to children in particular.
Making unhealthy products less attractive will 
require different strategies in each of the three 
areas. For example, tobacco control requires 
the elimination of all forms of advertising and 
promotion. Action on alcohol and obesity will 
need effective controls, working with the food 
and beverage industries to ensure constraints 
on inappropriate marketing and to ensure the 
availability and promotion of healthy food and 
beverage options.
PubLIC eduCATION
Experience from tobacco control, road safety, 
HIV prevention and other areas demonstrates 
that well-planned, appropriately funded and 
sustained public education campaigns are a 
vital and effective component of prevention 
programs, and will be required over the coming 
years for obesity, tobacco and alcohol. Such 
campaigns also require investment at a level 
that enables targeting of different population 
subgroups, and locally based supporting 
strategies where appropriate.
COMMuNITy eNGAGeMeNT
Without the goodwill and interest of Australian 
communities, reform will be difficult to achieve.
If individuals are to make healthy choices they 
require support and reinforcement from their 
families and communities that these are the 
right choices.
seTTINGs fOR ACTION
School communities, childcare and maternal 
health programs, workplaces, sports venues 
and local government settings provide 
useful designated environments in which to 
undertake a combination of interventions. 
To be successful, programs delivered in all 
settings should adopt an integrated approach 
incorporating the three priority areas of obesity, 
tobacco and alcohol.
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MIX Of uNIveRsAL ANd TARGeTed ACTION
Shifting population norms requires small 
changes from everyone, but additional 
and different efforts are often needed for 
disadvantaged populations. Addressing health 
risks from obesity, tobacco and alcohol are 
important ways to help close the health gap. In 
order to target health inequalities, such as those 
in disadvantaged populations and settings, 
programs should be appropriate and meet 
the needs of the target group, and encourage 
and assist individuals to take action within their 
community.
A LIfeLONG fRAMeWORk fOR ACTION
Policy reform and strategies for action require 
a lifelong approach. While emphasis is placed 
on pregnant women and early childhood, 
there are other critical times in life that are also 
important if momentum is to be maintained.[73] 
For example, there should be a focus on groups 
such as toddlers, school-aged children, first-time 
parents and older Australians.
skILLed WORkfORCe
A skilled and motivated workforce, especially 
in the public health and primary healthcare 
sectors, will be essential to support delivery 
of health promotion and preventative health 
measures across the community. For example, 
bringing primary healthcare providers such as 
general practitioners, community pharmacists, 
nurses, psychologists and other allied health 
professionals together for community-based 
training and support provides a way of ensuring 
a comprehensive and well-coordinated 
approach to preventative health care. 
Development, dissemination and training 
to ensure the uptake of evidence-based 
guidelines is important, as is curriculum 
development to educate future generations of 
health professionals and community workers.
5.2 support structures
The recent history of public health in 
Australia shows that preventative efforts have 
been most effective when effective supports 
have been put in place. supports include:
n	 Leadership and coordination
n	 Research to build the evidence base
n	 Capability in surveillance, program 
evaluation, social marketing, legislation and 
regulation, and community mobilisation
n	 Targeted and sustained intervention strategies
n	 Sustainable financing and  
incentive-based funding
n	 An appropriately skilled workforce
n	 Integrated evidence, policy and practice
n	 Partnerships and collaboration
n	 Community engagement
Inadequately funded or single, short-term and 
ad hoc projects and programs are unlikely to 
succeed and may be counter-productive, as 
they give rise to an argument that ’prevention 
doesn’t work’, when in fact real and sustained 
prevention has not been tried.
Separate infrastructure investments for efforts 
targeting each risk factor will be costly. A robust 
prevention support system is required, including 
mechanisms for the coordination of strategies 
that cut across all the issues.
The strategies recommended above require 
interventions in schools, primary health care, 
workplaces and other settings, regardless of the 
specific health risk.
The planning and evaluation of these efforts will 
require a well-coordinated surveillance system 
that can track health conditions, risk factors, 
social and demographic factors, and exposures. 
All these activities will also require the concerted 
efforts of a well-trained workforce.
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5.3  major imperatives to strengthen 
support systems
LeAdeRshIP ANd COORdINATION
It is important to ensure leadership and 
coordination through the establishment of a 
National Prevention Agency.[74]
A National Prevention Agency (NPA) is long 
overdue. Such an organisation would take the 
leadership role in ensuring the implementation 
and support of prevention programs nationally. 
The NPA could support the coordination of 
partnerships and interventions, ensuring the 
relevance and quality of workforce training 
activities, social marketing, public education and 
the monitoring and evaluation of interventions. 
The NPA would consist of a relatively small 
group of credible leaders in prevention, with 
a track record and capacity to ‘make things 
happen’ for preventative health reform.
By bringing together expertise across relevant 
areas, a national agency would provide 
leadership for the implementation of the 
National Preventative Health Strategy and build 
prevention systems with strong capabilities in 
the following areas:
n	 Ensure the delivery of a minimum set of 
evidence-based, prevention programs that are 
accessible to all Australians.
n	 Allocate funding to its partners for activities 
that deliver the National Preventative Health 
Strategy’s goals and targets.
n	 Contribute to closing the gaps between 
Indigenous Australians and the rest of the 
population in association with other relevant 
organisations such as the National Indigenous 
Health Equity Council.
n	 Engage key leaders and build new partnerships 
across federal, state and territory governments, 
national agencies, professional associations, 
local government, peak community groups, 
NGOs, the private sector, the philanthropic sector 
and academe.
n	 Support the integration of research, policies and 
strategies for illness prevention/health promotion 
across sectors and settings within and beyond 
health care.
n	 Commission and promote the uptake of new 
monitoring, evaluation and surveillance models 
for illness prevention.
n	 Promote the benefits of illness prevention/ 
health promotion as measured by these new 
evaluation models.
n	 Serve as an authoritative source of information 
on evidence, policy and practice.
n	 Develop the evidence base on prevention 
through the design, implementation and 
evaluation of large-scale programs to improve 
the health and wellbeing of the population, or 
population sub-groups, by testing innovative 
strategies, programs and policies for illness 
prevention/health promotion.
n	 Ensure the development of the necessary 
national workforce for illness prevention/
health promotion, working with and through 
relevant national, state and local agencies 
to build capability in:
n	 surveillance, prevention research,  
evaluation, economic impact research  
and modelling
n	 social marketing and public education
n	 community development
n	 legislation, regulation, economics  
and taxation
n	 leadership and management.
The agency’s approach would support the 
following groups in the workforce:
n	 People working in prevention including  
health promotion practitioners and public  
health researchers.
n	 Others working in the healthcare system, 
including general practitioners, allied health 
professionals, specialists, Aboriginal health 
workers and health service managers.
n	 Those working in other sectors that have  
a role in prevention; for example, in local 
government, police and justice, education,  
sport and recreation, urban planning, transport 
and agriculture.
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suRveILLANCe
Establish a comprehensive national surveillance 
system, working in partnership with AIHW and 
ABS. This would focus on the behavioural, 
environmental and biomedical risk factors for 
chronic disease (including factors such as food 
availability and food composition) to track 
and report on performance and outcomes, 
including the impact on health inequalities.  
(For example, expanding the national nutrition 
and physical activity survey program through 
the inclusion of biomedical data.)
PReveNTION ReseARCh ANd evALuATION
Partnerships with the National Medical and 
Research Council (NHMRC) and the Australian 
Research Council (ARC) and other state-
based research funding organisations (such 
as health promotion foundations) will be 
important to ensure a coordinated investment 
approach for research and evaluation. 
Research would include an understanding of 
social determinants of health behaviour, the 
modelling of health impact of policy options 
and the evaluation of programs.
sOCIAL MARkeTING ANd PubLIC eduCATION
It will be important to commission research  
and development of targeted social marketing 
and public education campaigns. This 
mechanism would also be used to coordinate 
national media advertising with local program 
delivery, and to evaluate their effectiveness. 
Tobacco control has shown the effectiveness of 
these measures.
INCeNTIve-bAsed fuNdING
A prevention benefit item included in the 
Medical Benefits Scheme would support 
delivery in primary care practices of brief 
interventions and follow-up (whether they were 
directed to tobacco, alcohol, obesity or other 
relevant chronic disease risk factors).
The structure of the item could be a small add-
on to standard consultations in primary care 
practices when the intervention is delivered and 
as a stand-alone item at follow-up. Such  
a structure could help narrow the opportunities 
for inappropriate use and practice, as well as 
help improve the evidence base.
suPPORTING PRIMARy heALTh PRACTICes TO 
eNhANCe TheIR ROLe IN PReveNTION
Primary health care is a fundamental part of 
preventative health. This is seen in many areas, 
including immunisations, screening for cancers 
and, as we have seen earlier, brief interventions 
to discuss and advise on smoking and alcohol 
use. Three approaches are suggested:
n	 There is increasing consensus around the need  
to define the population that a practice is 
working with and for. This would have to start with 
enrolling or registering patients in a practice.
n	 Adequate incentives at the practice level 
(for example, Practice Incentive Payments) or 
at individual practitioner level (for example, 
Medicare Benefits Schedule item number) must 
be provided. Given that brief interventions and 
the use and promotion of life scripts can be  
very adequately done by practice nurses,  
this incentive would be better placed at the 
practice level.
n	 A system of accountability and reporting  
is needed to complement the incentive  
payment scheme.
quesTIONs
n	 Do you support the development of a 
National Prevention Agency to lead and 
guide coordinated action for prevention?
n	 Is the suggested approach adequate?  
If not, or if you have other suggestions,  
what else should be considered?
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6.  choosing 
performance 
indicators
Australia will need to know the results of the 
approaches implemented now and into the 
future. It will be essential to monitor progress 
at three levels:
n	 Health status and outcomes
n	 Determinants of health
n	 Health (and other) systems performance
Identification of progress needs a performance 
framework that shows:
n	 How well in the longer term we are achieving 
health status and outcomes (for example,  
deaths attributable to obesity and overweight,  
to tobacco and to alcohol)
n	 How well in the longer term we are addressing 
obesity, tobacco and alcohol in relation to the 
determinants of health (for example, measure 
the proportion of adults who are overweight or 
obese, daily smokers and at risk of long-term 
harm from alcohol)
n	 Whether there are improvements in Indigenous 
health status
These kinds of measures are affected by 
many factors, and changes cannot easily be 
attributed to specific programs. It can also 
take many years before an impact on personal 
behaviours and health outcomes is achieved.
To balance this longer term measurement with 
some short-term measures, indicators will also 
need to be set to measure health and related 
systems performance. These measures are more 
closely related to the specific priority interventions 
and in some cases will be most sensitive in the 
short term to their effective introduction (for 
example, public education campaigns).
Some interventions may be difficult to measure 
using current information systems (for example, 
alcohol outlet density) and will require the 
development of new systems.
The proposed performance indicators in each 
category are tabled below.
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Table 6.1 
Proposed performance indicators for priority interventions in the areas of tobacco, alcohol and obesity prevention
TIER 1. HEAlTH ouTCoMES (All To BE REPoRTED By INDIgENouS STATuS)
oBESITy ToBACCo AlCoHol
Deaths attributable to overweight 
and obesity
Deaths attributable to tobacco Deaths attributable to alcohol
Hospital separations attributable 
to overweight and obesity
Hospital separations attributable 
to tobacco 
Hospital separations attributable 
to alcohol
TIER 2. DETERMINANTS oF HEAlTH (All To BE REPoRTED By INDIgENouS STATuS)
oBESITy ToBACCo AlCoHol
Proportion of adults (18+ years) 
overweight or obese
Proportion of adults (18+ years) 
who are daily smokers
Proportion of adults (18+ yrs) at risk 
of long-term harm from alcohol
Proportion of children (12–17 years) 
overweight or obese
Proportion of children (12–17 years) 
who are daily smokers
Proportion of adults (18+ years)  
at risk of short-term harm from 
alcohol at least once per month
Proportion of adults (18+ years) 
eating sufficient daily serves of 
fruit and vegetables
Proportion of children (14–17 years) 
at risk of long-term harm from 
alcohol
Proportion of adults (18+ years) 
insufficiently physically active to 
obtain a health benefit
Proportion of children (14–17 years) 
at risk of short-term harm from 
alcohol at least once per month
Proportion of people walking, 
cycling or using public transport  
to travel to work or school
Proportion of babies breastfed  
for six months or more
TIER 3. HEAlTH AND HEAlTH-RElATED SySTEM PERFoRMANCE 
oBESITy ToBACCo AlCoHol
Recall of public education and 
social marketing campaigns 
promoting healthy eating and 
physical activity
Recall of public education  
and social marketing campaigns  
promoting quitting and  
discouraging smoking uptake
Recall of public education and 
social marketing campaigns  
promoting safe alcohol use
Number of advertisements for 
energy-dense, nutrient-poor  
food during children’s television 
viewing times
Price of cigarettes Taxation incentives for the  
production and consumption  
of low-alcohol products
Food price disparity in rural and 
remote areas
Proportion of tobacco outlets  
selling to children
Alcohol outlet density by  
city/town/region
Number and proportion of  
state and municipal plans that 
include steps to tackle obesity 
(improve public transport, build 
cycle paths and footpaths,  
protect open spaces)
Number and proportion of  
retailers breaching tobacco- 
related legislation
Legislation to restrict the  
promotion of alcohol
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TIER 3. HEAlTH AND HEAlTH-RElATED SySTEM PERFoRMANCE
oBESITy ToBACCo AlCoHol
Number and proportion of schools 
with comprehensive programs in 
place that support healthy eating 
and physical activity
Legislation to prohibit all  
remaining forms of promotion  
of tobacco
Systems and practices to  
proactively police licensed  
venues, events and harms
Number and proportion of 
workplaces (with over 50 staff) that 
have comprehensive programs in 
place that support healthy eating 
and physical activity
Best-practice legislation relating 
to tobacco marketing, licensing 
and sales to children
Proportion of people at risk  
of short- or long-term harm  
from alcohol receiving brief  
interventions in primary  
healthcare settings
Number of overweight or  
obese people receiving brief  
interventions in primary  
healthcare settings
Proportion of current teenage 
smokers who reported that they 
had personally purchased their 
most recent cigarette
Expenditure on research  
and evaluation relating to  
alcohol control for Indigenous 
communities and other  
disadvantaged populations
Per capita coverage of a  
relevant allied health workforce 
(for example, public health 
nutritionists and health promotion 
practitioners) by state and region
Proportion of current smokers 
receiving brief interventions in 
primary healthcare settings
Expenditure on research and 
evaluation relating to controlling 
overweight and obesity in 
Indigenous communities and 
other disadvantaged populations
Expenditure on research  
and evaluation relating to 
tobacco control for Indigenous 
communities and other  
disadvantaged populations
ENABlINg INFRASTRuCTuRE
n	 Use of data generated from surveillance system focused on the behavioural, environmental and  
biomedical risk factors for chronic disease
n	 Number of staff working in appropriate public health activities
n	 Places for community-based training for primary healthcare (and other) workforce
n	 Expenditure on research and development of targeted social marketing and public education  
efforts and to coordinate national media advertising with local program delivery
n	 Uptake of Medicare Benefits Schedule prevention benefit item
n	 Expenditure on prevention research, including understanding of social determinants of health  
behaviour, modelling of health impact of policy options and evaluation of programs
n	 Satisfaction of health and other groups (including community organisations, private sector, and other 
interests) with engagement with government health agencies
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6.2 monitoring the indicators
Health outcomes indicators can be monitored 
using existing data collections. In most cases 
these indicators are already routinely reported 
by the Australian Institute of Health and Welfare 
in Australia’s Health and related reports. 
Mortality and hospital separations attributable 
to overweight and obesity are exceptions; 
however, the data needed to estimate these 
are readily available.
Determinants of health can be monitored 
using existing data collections. Measured data 
on height and weight for adults and children 
were collected in the 2007–08 National Health 
Survey and the 2007 national Kids Eat, Kids Play 
survey. Data relating to active transport are less 
readily available. The National Health Survey 
collects data only on whether people walked 
for transport; however, state-based telephone 
surveys have collected more detailed 
information on mode of transport to work  
and school. 
The addition of five-yearly national health 
studies would enhance our monitoring of 
prevention polices, activities and outcomes. 
6.3 setting targets
Detailed work will be required in order to set 
targets for our proposed indicators. Targets 
should be set for the indicators in all three tiers. 
However, if, under the Council of Australian 
Governments (COAG) system, payments are 
to be tied to performance against targets, 
we suggest that indicators for this purpose be 
selected from the health and related systems 
performance tier. More work would be needed 
to refine many of the indicators in this tier for  
this purpose.
In many cases, targets would need to be state 
or territory specific, recognising differences in 
the current population prevalence of health risk 
factors, population profiles (for example, socio-
economic status, Indigenous population) and 
the challenges in introducing interventions in 
different settings (urban/rural/remote).
6.4  governance and  
performance monitoring
COAG is currently developing a system of 
National Partnership Payments (NPPs) aimed 
at providing incentive payments to states and 
territories for reforms, or for specific and agreed 
joint projects, within a new performance and 
assessment framework. To receive funding, states 
and territories must deliver ‘nationally significant 
economic and social reforms’. Payments are 
structured, with a fixed duration, and offer 
up-front facilitative/reward payments for 
achievement against performance benchmarks.
There are many different ways in which  
funding incentives can be provided. Examples 
of pay-for-performance incentives exist in the 
personal healthcare area in Australia, as well  
as internationally.
Incentives can be tied to global performance 
or to specific service items. Both rewards  
and penalties have been incorporated into 
previous Medicare agreements for hospital 
funding, and experience suggests that a 
punitive system has high transactional costs 
and does not encourage a transparent and 
collaborative approach.
A simple approach is to have a quantum of 
funds that is ‘at risk’ for each state and tied 
to the achievement of targets in that state. 
For example, incentive payments could be 
provided for against reaching a target of 
reduction in smoking prevalence in the state.
A more competitive approach is to have a pool 
of funds with states receiving funds proportional 
to their performance towards joint health 
outcomes. For example, the additional funding 
available to a jurisdiction would be dependent 
on the reduction in smoking in that state relative 
to the national reduction in smoking prevalence.
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Incentive payment systems, particularly those 
based on health outcomes, have several 
inherent risks:
n	 Difficulties in attributing change to specific state 
reform efforts, given the need for joint action 
leading to joint outcomes.
n	 Inconsistencies that arise where there are 
inadequate or incomparable data collection 
systems, which either under-report or over-report.
n	 Overemphasis placed on particular actions to 
the exclusion of other important health concerns 
distorts the focus of work.
n	 Higher rewards for those who start with more 
resources or relatively easier tasks compared to 
those with more complex tasks and fewer funds.
n	 Slow rates of change in health indicators, along 
with the many socio-economic determinants 
that can influence health outcomes.
The payment system will need to be 
underpinned by:
n	 A sound monitoring system – including both 
the adequacy of data and indicators, and an 
appropriate process of review
n	 Agreement about the appropriate points in  
time for assessment
n	 Mechanisms for stimulating improvements  
should performance be disappointing
Given that the data systems related to 
prevention activities need further development, 
a phased approach may be necessary, with 
indicators modified or incorporated as the NPP 
system evolves.
6.5 The monitoring system
A good monitoring system is essential for 
preventative health reform to work and to 
ensure that Commonwealth, state and territory 
activity is regularly reviewed. It can also play  
a critical role to assist learning, as well as 
assessing performance. In addition, beyond  
the compilation of data, there are several 
important principles:
ReLevANCe
n	 Link with governance processes including  
other reporting and monitoring systems
n	 Link with and contribute to health  
program improvement
n	 Analyse and interpret to address key policy 
concerns and potential for action
dATA COLLeCTION
n	 Build on existing systems for data collection 
(including surveys and administrative data)
n	 Work on improving specificity of national 
reporting and harmonisation of jurisdictional 
data systems (through common data definitions 
and standards)
n	 Build on indicators proposed through key 
international consensus and reporting 
frameworks, using proxy indicators when 
collecting additional data is not feasible
n	 Have a designated national focal point, located 
within an appropriate setting, with accountability 
for data collection and dissemination
RePORTING
n	 Have a regular reporting time frame
n	 Offer sufficient specificity (including location,  
sex, ethnicity, age and socio economic status)
n	 Provide quantitative and qualitative  
indicators and analyses, which ensure  
that local contexts are explicitly taken  
into account in the reporting system
n	 Enable analysis and reporting of trend data  
on core sets of indicators
n	 Enable analysis and reporting by appropriate 
groupings involving a similar population mix for 
comparative assessment [75]
n	 Have a manageable set of core indicators 
nationally but also develop optional modules 
that allow for harmonisation and comparison 
across similar communities or regions
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n	 Have an accessible, appealing and user-friendly 
reporting style that engages and is useful to 
stakeholders
n	 Provide annual reporting against the proposed 
National Preventative Health Strategy
n	 Provide regular public reports on progress
CAPACITy buILdING
n	 Capacity building mechanisms and processes 
in place to train and support an enhanced 
understanding of meaning and action potential 
of the key performance indicators
n	 Capacity building at regional and local levels
n	 Create a continuing social process for 
accountability by developing mechanisms  
to bring together key stakeholders at both 
national and global levels to review and  
discuss action requirements arising from leading 
health indicators
quesTION
n	 Are these measurements appropriate?  
If not, what would you propose?
53
7.  towards a national 
Preventative health 
strategy – your views
The Preventative health Taskforce invites 
your input to the next stage of development 
of a National Preventative health strategy
This discussion paper provides the first step 
in the development of the Strategy. We 
have proposed targets for three key areas of 
prevention - obesity, tobacco and alcohol, 
together with priorities and recommended 
policies and programs. We have also identified 
the support structures and measurements 
needed to ensure that the key priorities are  
met and that there is proper monitoring  
and evaluation. 
A series of questions have been put forward in 
this paper.  The Taskforce is keen to hear your 
responses and to have your input as we work 
towards developing the Strategy. 
Throughout the paper, an emphasis is placed 
on working together.  We invite all - individuals, 
community groups, government and non-
government organisations and industry groups 
- to participate by making a submission on how 
we can make Australia the healthiest nation by 
2020.  We suggest you take the questions in this 
paper as a starting point, although we welcome 
your views on other issues.
The Taskforce will also be holding national 
consultations from October 2008 to  
February 2009
Submissions can be made by 2 January 2009 
by using the form provided at the Taskforce 
website: http://www.preventativehealth.org.au
content of submissions
Your submission should include:
n	 Name and full contact details (including email 
address), company name (where applicable) 
and designation of submitter.  A form for proving 
this information can be found at the Taskforce 
website: http://www.preventativehealth.org.au;
n	 Comment on areas/questions set out in the  
Discussion Paper;
n	 Any other relevant information (for example any 
technical, economic or business information, or 
research-based evidence supporting the view 
being expressed);
n	 Identification and discussion of any  
perceived omissions in the Discussion Paper  
or alternative approaches. 
Contact details for the Taskforce secretariat:
Mail:  Preventative Health Taskforce Secretariat 
MDP 16 
Department of Health and Ageing 
GPO Box 9848 
CANBERRA  ACT  2601
Email: pht.secretariat@health.gov.au
Telephone: 02 6289 4426
Please note that the Taskforce will not provide  
a written response to submissions.
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Publication of submissions
Unless otherwise indicated in the submission, 
all submissions may be published on the 
Preventative Health Taskforce website. If 
you wish any information contained in your 
submission to be treated as confidential, please 
explicitly and clearly identify that information, 
and outline the reasons why you consider it to 
be confidential.  Note that general disclaimers 
in covering letters will not be interpreted as  
a specific request or taken as sufficient reason 
for submissions to be treated confidentially.
Please note that any request under the 
Freedom of Information Act 1982 for access 
to a document (regardless of the document’s 
assigned classification) in the possession of 
the Commonwealth will be determined in 
accordance with that Act.  
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